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FRAMEWORK FOR ANNUAL REPORT
OF STATE CHILDREN’SHEALTH INSURANCE PLANS
UNDERTITLE XXI OF THE SOCIAL SECURITY ACT

Preamble

Section 2108(a) of the Act provides that the State must assess the operation of the State child hedlth
plan in each fiscal year, and report to the Secretary, by January 1 following the end of the fiscal year, on
the results of the assessment. In addition, this section of the Act provides that the State must assessthe
progress made in reducing the number of uncovered, low-income children.

To assig satesin complying with the statute, the National Academy for State Hedlth Policy (NASHP),
with funding from the David and L ucile Packard Foundation, has coordinated an effort with statesto
develop aframework for the Title XXI annua reports.

The framework is designed to:

C Recognizethe diversity of State approachesto SCHIP and alow States flexibility to
highlight key accomplishments and progress of their SCHIP programs, AND

C Provide consistency across States in the structure, content, and format of the report,
AND

C Build on dataalready collected by HCFA quarterly enrollment and expenditure reports,
AND

C Enhance accessibility of information to stakeholders on the achievements under Title XXI.
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SECTION 1. DESCRIPTION OF PROGRAM CHANGES AND PROGRESS

This section has been designed to allow you to report on your SCHIP program? s changes and
progress during Federal fiscal year 2000 (September 30, 1999 to October 1, 2000).

1.1 Pleaseexplain changesyour State has madein your SCHIP program since September
30, 1999 in the following areas and explain the reason(s) the changes wer e implemented.

Note: If no new policiesor procedures have been implemented since September 30, 1999, please

enter ?NC? for no change. If you explored the possibility of changing/implementing a new or

different policy or procedure but did not, please explain the reason(s) for that decision as well.

A. Program digibility — NC

B. Enrollment process— NC

C. Presumptive digibility — Not applicable

D. Continuousdigibility — NC

E. Outreach/marketing campaigns — See Section 2.4

F.  Eligibility determination process— NC

G. Eligibility redetermination process— NC

H. Benéfit structure — NC

. Cost-sharing policies— NC

J.  Crowd-out policies— NC

K. Delivery system — One hedlth plan, Harvard Filgrim Hedth Care of New England, ceased
operations in the State of Rhode Idand.

L. Coordination with other programs (especially private insurance and Medicaid) — NC
M. Screen and enroll process— NC
N. Application— NC

O. Other — Not applicable
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1.2 Pleasereport how much progress has been made during FFY 2000 in reducing the number
of uncovered, low-income children.

A. Pleasereport the changesthat have occurred to the number or rate of uninsured, low-
income children in your State during FFY 2000. Describe the data sour ce and method
used to derive thisinformation. — According to the Current Population Survey for 1999,
Rhode Idand had the lowest uninsurance rate in the nation. See Section 2.4 and Table 1.3.

B. How many children have been enrolled in Medicaid as a result of SCHIP outreach
activitiesand enrollment smplification? Describe the data sour ce and method used to
derivethisinformation. — See Section 2.4 Find (i.e, a the end of September) enrollment in
Medicaid and SCHIP increased from 63,381 to 77,679 between FFY 99 and FFY 00, an
increase of 14,388 or 23%. SCHIP aone accounted for 4,118 — non SCHIP MA for 10,270.
Source: Title XXI enrollment reports.

C. Please present any other evidence of progresstoward reducing the number of uninsured,
low-income children in your State.— The State has been overly successful, resulting in budget
shortfalls. See document referenced in 1.2.A.

D. Hasyour State changed itsbasdline of uncovered, low-income children from the number
reported in your March 2000 Evaluation?

X No, skipto 1.3

_____ Yes, what isthe new basdine?

What are the data source(s) and methodology used to make this estimate?

What was the judtification for adopting a different methodology?

What is the State? s assessment of the rdiability of the estimate? What are the limitations of the
data or estimation methodology? (Please provide anumerical range or confidence intervals if

available)

Had your state not changed its basdine, how much progress would have been made in reducing
the number of low-income, uninsured children?

1.3 Complete Table 1.3 to show what progress has been made during FFY 2000 towar d
achieving your State? s strategic objectives and performance goals (as specified in your
State Plan).

In Table 1.3, summarize your State? s Srategic objectives, performance gods, performance
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measures and progress towards meeting gods, as specified in your SCHIP State Plan. Beas
specific and detailed as possible. Use additiona pages as necessary. The table should be
completed asfollows:
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Column 1: List your State? s strategic objectives for your SCHIP program, as specified in
your State Plan.

Column 2: List the performance goals for each strategic objective.

Column 3: For each performance god, indicate how performance is being measured, and
progress towards meeting the goa. Specify data sources, methodology, and
specific measurement gpproaches (e.g., numerator, denominator). Please
attach additiona narrative if necessary.

Note: If no new data are available or no new studies have been conducted since what was

reported in the March 2000 Evaluation, please complete columns 1 and 2 and enter ? NC? (for
no change) in column 3.
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Table 1.3

1)

Strategic Objectives
(as specified in Title XXI
State Plan and listed in
your March Evaluation)

2
Performance Goals for
each Strategic Objective

©)
Performance Measures and Progress
(Specify data sources, methodology, time period, etc.)

OBJECTIVES RELATED

TO REDUCING THE NUMBER

OF UNINSURED CHILDREN

Improve Outreach efforts

Reduce the percentage of
uninsured children

Data Sources. Current Population Surveys (CPS)
M ethodol ogy:

Progress Summary: CPSdatafor 1999 indicate that Rhode I sland has the lowest percentage of
people who are uninsured in the country — 6.9 percent.

OBJECTIVES RELATED

TO SCHIP ENROLLMENT

Data Sources:
Methodology:

Progress Summary:

OBJECTIVES RELATED

TO INCREASING MEDICAID

ENROLLMENT

Improve Outreach efforts

Increase the number of
Medicaid eligibles enrolling
in Rlte Care

Data Sources: Internal eligibility and enroliment systems
Methodology:

Progress Summary: See Rlte Care Outreach Report.
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OBJECTIVES RELATED TO INCREASING ACCESS TO CARE (USUAL SOURCE OF CARE, UNMET NEED)

Data Sources: See Section 1.7
Methodology:

Progress Summary:

OBJECTIVES RELATED TO USE OF PREVENTIVE CARE (IMMUNIZATIONS, WELL-CHILD CARE)

Data Sources: See Section 1.7
Methodology:

Progress Summary:

OTHER OBJECTIVES

Data Sources:
Methodology:

Progress Summary:
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15

1.6

1.7

If any performance goals have not been met, indicate the barriersor constraintsto
meeting them.

Discussyour State? sprogressin addressing any specific issuesthat your State agreed
to assessin your State plan that are not included as strategic objectives. Not applicable.

Discuss futur e performance measur ement activities, including a proj ection of when
additional data arelikely to be available. The processis ongoing (see below).

Please attach any studies, analyses, or other documents addressing outreach,
enrollment, access, quality, utilization, costs, satisfaction, or other aspects of your
SCHIP program? s performance. Pleaselist attachmentshere.

It isimportant to understand that the State of Rhode Idand does not assess the SCHIP
component of RIte Care separately from any other component of Rite Care. For example, the
annua member satisfaction survey draws asample of dl persons enralled in Rite Care. Similarly,
the annual caculation of performance measures (adminidirative, access, and clinica ones as part
of the performance incentive system, where participating hedth plans may earn paymentsin
excess of cagpitation payments for achievement of performance goa's) appliesto dl populations
enrolled in Rite Care. Attached isthe SFY 1999 Rite Care Member Satisfaction Survey and
data comparing selected HEDIS measures for RIte Care with national Medicaid and commercia
benchmarks.
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SECTION 2. AREAS OF SPECIAL INTEREST

This section has been designed to allow you to address topics of current interest to
stakeholders, including; states, federal officials, and child advocates.

21
A.
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Family coverage: Not applicable
If your State offersfamily coverage, please provide a brief narrative about requirements
for participation in this program and how this program is coordinated with other
program(s). Includein the narrative information about digibility, enrollment and
redetermination, cost sharing and crowd-out.

How many children and adultswere ever enrolled in your SCHIP family coverage
program during FFY 2000 (10/1/99 -9/30/00) (Not Applicable)

Number of adults
Number of children

How do you monitor cost-effectiveness of family coverage?

Employer-sponsor ed insurance buy-in: Not applicable
If your State has a buy-in program, please provide a brief narrative about requirements
for participation in this program and how this program is coor dinated with other SCHIP

program(s).

How many children and adults were ever enralled in your SCHIP ESI buy-in program
during FFY 20007

Number of adults
Number of children

Crowd-out:
How do you define crowd-out in your SCHIP program?

See Section 1115 Waiver Request of Title X X1 and Amendment of Current Title XI1X 1115 Rlte
Care Waiver (Walver Regues).

How do you monitor and measure whether crowd-out is occurring?

See Waiver Reguest.



C. What have been theresults of your analyses? Please summarize and attach any
availablereportsor other documentation.

See Waiver Reguest.

D. Which anti-crowd-out policies have been most effective in discouraging the substitution
of public coveragefor private coveragein your SCHIP program?
Describe the data sour ce and method used to derive thisinformation.

Policies have not been effective. In fact, crowd-out has occurred so that the State submitted
Section 1115 waiver or waiver amendment requests to HCFA for both Titles X1X and XXI to
gtem the crowd-out. The State is planning a February 1, 2001 implementation date for these
changes.

2.4 OQutreach:
A. What activities have you found most effective in reaching low-income, uninsured children?

The State' s primary outreach strategy during thislast Federa fiscal year was community-based in
approach. We had dedicated, trained outreach staff in health centers, schools, and community-based
agencies. In addition to our community-based efforts we sent information on Rite Care to every
elementary school child in the State and broadcast radio ads at the same time.

How have you measur ed effectiveness?

In the community-based effort, we tracked effectiveness by changesin enrollment. (See attached
Rite Care Outreach Report.) Since outreach staff was concentrated in towns/cities with the highest
rates of uninsured children, we looked a changesin enrollment by towns/cities by core cities vs. the
rest of the State, and by ethnicity (primarily changes in enrollment of Hispanic children).

B. Haveany of the outreach activities been more successful in reaching certain populations
(e.g., minorities, immigrants, and children livingin rural areas)?

Outreach staff who spoke the primary language of the target audience and helped applicants one-on-

one were key in reaching and enrolling Hispanic families. Eighty-eight percent of the outreach gaff in
the core cities spoke Spanish as well as English.
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How have you measur ed effectiveness?

The number of Spanish-speaking Rlite Care enrollees increased 56 percent in the core citiesas a
result of our outreach activities. (Our estimates at the beginning were that 17,000 Rhode Idand
children were uninsured.) Current CPS data (1999) indicate that Rhode Idand has the lowest
percentage of people who are uninsured in the country—6.9%.

In addition, we use the Insure Kids Now nationd Info Line number to track cdlsto the Info Linesa
direct response to the (English) radio ads. The monthly aggregate cal data was compiled by HRSA
and sent directly to states. Over 500 calsto the (English) Info Line were received as adirect result of
the radio campaign.

C. Which methods best reached which populations? How have you measur ed effectiveness?

Currently, we are working closely with our Covering Kids Rhode Idand partners. Their three pilot
stesinclude outreach in schools outreach to the immigrant population, and outreach in hospitas. We
have established strategy codes so that we can messure the effectiveness of different strategies within
the three pilot Sites. At thistime, the results of what works best are not available, but will be very
useful in deciding the most effective srategies for future outreach.

2.5 Retention:

A. What stepsisyour Statetaking to ensurethat eligible children stay enrolled in Medicaid
and SCHIP? Recertification deadlines have been extended to one year; smplified recertification
forms and process have been amplified; digibility is automatically redetermined after loss of traditiona
Medical Assistance

B. What special measures are being taken to re-enroll children in SCHIP who disenrall, but are
still eligible?

____ Follow-up by caseworkers/outreach workers

_/ Renewd reminder noticesto dl families

__ Tageted mailing to selected populations, specify population

__ Information campaigns

_/ Smplification of re-enrollment process, please describe smplified recertification form and verification

_/ Surveysor focus groups with disenrollees to learn more about reasons for disenrollment, please
describe One of Rite Car's contracted hedlth plans has surveyed its disenrolled members and has
shared its results with the agency

____ Other, please explain

C. Arethesamemeasuresbeingused in Medicaid aswell? Yes If not, please describe the
differences.

D. Which measures have you found to be most effective at ensuring that eligible children stay
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enrolled? Autométic redetermination after loss of traditional Medica Assstance, extended
recertification period
E. What do you know about insurance cover age of those who disenroll or do not re-enroll in
SCHIP (e.g., how many obtain other public or private coverage, how many remain
uninsured?) Describe the data sour ce and method used to derive thisinformation.
The State has no information in this area.

2.6 Coordination between SCHIP and Medicaid:

A. Do you use common application and redeter mination procedures (e.g., the same
verification and interview requirements) for Medicaid and SCHIP? Please explain.

Y es, The State uses a common Mail-in gpplication with streamlined verification for those applying
solely for Medicaid or SCHIP. More stringent procedures apply to those applying for cash
benefits (which aso provide Medicaid)

B. Explain how children aretransferred between Medicaid and SCHIP when a child? s
eligibility status changes.

Not applicable; the State' s SCHIP is a Medicaid expansion.

B. Arethesameddivery systems (including provider networks) used in Medicaid and
SCHIP? Please explain.

Yes itisone program.

2.7 Cog Sharing:

A. Hasyour State undertaken any assessment of the effects of premiums/enrollment feeson
participation in SCHIP? If so, what have you found?

No

B. Hasyour State undertaken any assessment of the effects of cost-sharing on utilization of
health serviceunder SCHIP? If so, what have you found?

No
2.7 Assessment and Monitoring of Quality of Care:

A. What information is currently available on the quality of carereceived by SCHIP
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enrollees? Please summarizeresults.
See Section 1.7.

B. What processesareyou using to monitor and assess quality of carereceived by SCHIP
enrollees, particularly with respect to well-baby care, well-child care, immunizations,
mental health, substance abuse counseling and treatment, and dental and vision care?

See Section 1.7.

C. What plansdoesyour SCHIP program have for future monitoring/assessment of quality
of carereceived by SCHIP enrollees? When will data be available?

Monitoring and assessment of qudity of care received by enrolleesin Rite Care is a continuous
Process.
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SECTION 3. SUCCESSES AND BARRIERS

This section has been designed to allow you to report on successes in program design,

planning, and implementation of your State plan, to identify barriersto program development

and implementation, and to describe your approach to overcoming these barriers.

3.1 Pleasehighlight successes and barriersyou encountered during FFY 2000 in the
following areas. Pleasereport the approaches used to overcomebarriers. Beas

Note: If thereisnothing to highlight as a success or barrier, Please enter ? NA? for not

detailed and specific as possible.

applicable.

A. Eligbility — NA

B. Outreach — See Section 2.4

C. Enrolment — NA

D. Retention/disenrollment — NA

E. Benefit structure— NA

F. Cost-sharing— NA

G. Deélivery systems—

H. Coordination with other programs— See Section 2.4
I.  Crowd-out — See Section 2.3.D and Waiver Request
J. Other — NA
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SECTION 4. PROGRAM FINANCING

This section has been designed to collect program costs and anticipated expenditures.

4.1 Please complete Table 4.1 to provideyour budget for FFY 2000, your current fiscal year
budget, and FFY 2002 projected budget. Please describein narrative any details of your
planned use of funds.

Note: Federal Fiscal Year 2000 starts 10/1/99 and ends 9/30/00.

Federal Fiscal Year| Federal Fiscall Federal Fiscal Year
2000 costs Year 2001 2002
Benefit Costs
Insurance payments
Managed care
per member/per month rate X 7,972,648 9,000,000 9,562,500
# of eligibles
Fee for Service 1,304,509 900,000 956,250
Total Benefit Costs 9,277,157 9,900,000 10,518,750
(Offsetting beneficiary cost sharing (278,315) (297,000) (315,563)
payments)
Net Benefit Costs 8,998,842 9,603,000 10,203,188
Administration Costs
Personnel
General administration
Contractors/Brokers (e.g., enrollment
contractors)
Claims Processing
Outreach/marketing costs
Other
Total Administration Costs
10% Administrative Cost Ceiling 999,871 1,067,000 1,133,688
Federal Share  (multiplied by 6,764,130 7,218,255 7,669,396
enhanced FMAP rate)
State Share 3,234,584 3,451,745 3,667,479
TOTAL PROGRAM COSTS 9,998,714 10,670,000 11,336,875

Note: Federal Fisca Year (FFY) 2000 is October 1, 1999 through September 30, 2000.
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4.2 Pleaseidentify the total State expendituresfor family coverage during Federal fiscal
year 2000.

Not applicable.

4.3 What werethe non-Federal sources of funds spent on your CHIP program during FFY
20007?

_ X State appropriations

__ County/locd funds

____ Employer contributions

__Foundation grants

____ Private donations (such as United Way, sponsorship)

Other (specify)

A. Doyou anticipate any changesin the sour ces of the non-Federal share of plan
expenditures.

No; it will remain State appropriations.
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SECTION 5: SCHIP PROGRAM AT-A-GLANCE

This section has been designed to give the reader of your annual report some context and a quick glimpse of your SCHIP program.

5.1 Toprovideasummary at-a-glance of your SCHIP program characterigtics, please provide the following information. If you do not

have a particular policy in place and would like to explain why, please do. (Please report on initid application process'rules.)

Table 5.1 Medicaid Expansion SCHIP program Separate SCHIP program
Program Name Rite Care
Provides presumptive eligibility for X __No No

children

Yes, for whom and how long?

Yes, for whom and how long?

Provides retroactive eligibility

No
X __Yes, for whom and how long? For all eligibles up to three months

No
Yes, for whom and how long?

Makes eligibility determination

X __State Medicaid eligibility staff
Contractor
Community-based organizations
Insurance agents
MCO staff
Other (specify)

State Medicaid eligibility staff

Contractor

Community-based
organizations

Insurance agents

MCO staff

Other (specify)

Average length of stay on program

Specify months _ The State does not have information available on this
measure

Specify months

Has joint application for Medicaid and No No
SCHIP X _Yes Yes
Has a mail-in application No No

X_Yes Yes
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Can apply for program over X __No No
phone Yes Yes
Can apply for program over X _No No
Internet Yes Yes
Requires face-to-face interview X _No No
during initial application Yes Yes
Requires child to be uninsured X _No No
for a minimum amount of time Yes, specify number of months Yes, specify number of months
prior to enrollment What exemptions do you provide? What exemptions do you provide?
Provides period of continuous _XNo * __ No
coverage regardless of income Yes, specify number of months Explain Yes, specify number of months Explain
changes circumstances when a child would lose eligibility during circumstances when a child would lose eligibility during the
the time period time period
Imposes premiums or enrollment No No
fees X_Yes, how much? _** Yes, how much?
Who Can Pay? Who Can Pay?
_ Employer _ Employer
_ Family _ Family
_ Absent parent _ Absent parent
_ Private donations/sponsorship _ Private donations/sponsorship
X Other (specify) Not specified who can pay _ Other (specify)
Imposes copayments or No No
coinsurance X _Yes Yes

*No —exception initid 6 month enrollment guarantee. The State uses al2 month recertification interval , but income changes, when reported can remove
eigibility. (Note snce the State's income cap is 250% of FPL, this does not occur often)

**Those with family income >185% FPL are subject to cost-sharing — either 3% of premium cost (between $2 and $8, depending on age and gender) or
copays ($2 for prescriptions Rx, $5 office vists, $15 for ambulatory surgery, $25 for inpatient stays, plus copays for non-authorized use of emergency services.
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Provides preprinted X No

precompleted and:

changed

redetermination process Yes, we send out form to family with their information

___ask for a signed confirmation
that information is still correct
____do not request response unless
income or other circumstances have

No
Yes, we send out form to family with their information

and:
___ask for a signed confirmation
that information is still correct
____do not request response unless
income or other circumstances have
changed

5.2 Please explain how the redeter mination process differsfrom theinitial application process.
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SECTION 6: INCOME ELIGIBILITY

This section is designed to capture income dligibility information for your SCHIP program.

6.1 Asof September 30, 2000, what wastheincome standard or threshold, as a per centage of the Federal poverty level, for countable

income for each group? If the threshold varies by the child? s age (or date of birth), then report each threshold for each age group separately.

Please report the threshold after application of income disregards.

Title XIX Child Poverty-related Groups or*
Section 1931-whichever category is higher _250% of FPL for childrenunderage__ 8
_100% of FPL for children aged 8-17
categoricaly nearly s¢d % of FPL for children aged 17 through 18

Medicaid SCHIP Expansion 250% of FPL for children aged _8 through 18
% of FPL for children aged
% of FPL for children aged

State-Designed SCHIP Program % of FPL for children aged
% of FPL for children aged
% of FPL for children aged

*ncludes 1115 Waiver prior to SCHIP
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6.2 Asof September 30, 2000, what types and amountsof disregards and deductions does each program useto arrive at total countable
income? Please indicate the amount of disregard or deduction used when determining eligibility for each program. If not applicable, enter
?7NA.?

Do rules differ for gpplicants and recipients (or between initid enrollment and redetermination) Yes X_No
If yes, please report rules for applicants (initid enrollment). JA

Table 6.2

Title XIX Child Medicad

Poverty-related SCHIP State-designed

Groups Expansion SCHIP Program
Earnings $90 $90 $
Sdf-employment expenses $ Some $ Some $
Alimony payments
Received 3 3 3

Pad $ $ $
gzgg\iﬁpm payments $50 $50 $
Pad $ $ $
Child care expenses $175 (200 if $175(200if age | $

<age 1) 1)
Medical care expenses $ $ $
Gifts $ $ $
Other types of disregards/deductions (specify) $ $ $

Final Version 11/17/00 National Academy for State Health Policy

20



6.3 For each program, do you use an asset test?

Title XIX Poverty-related Groups _X No ___Yes, specify countable or dlowable level of asset test
Medicaid SCHIP Expansion program _X No ___Yes, specify countable or adlowable level of asset test
State-Designed SCHIP program ____No __Yes, specify countable or allowable level of asset test
Other SCHIP program ____No ___Yes, specify countable or adlowable level of asset test

6.4 Haveany of the eligibility rules changed since September 30,2000? _ Yes _X No
But they will, effective February 1, 2001.
Changes pending HCFA approva*

Affordability - if igible for employer sponsored insurance costing less than affordability limits ($150/Individud $300/family) new applicant not digible until 6
months have passed without coverage.

Cogt-Sharing — at 150% FPL+, except infants and pregnant /post partum women (higher levels apply for these groups.
No retroactive digible prior to 1% day of the month of application.

*These changes would gpply to those not digible under traditiond Title XIX Medicad
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SECTION 7: FUTURE PROGRAM CHANGES

This section has been designed to allow you to share recent or anticipated changesin
your SCHIP program.

7.1 What changes have you made or are planning to makein your SCHIP program
during FFY 2001(10/2/00 through 9/30/01)? Pease explain why the changes are
planned.

A. Family coverage— See Waiver Request, page 3, paragraph 2 and 3 and page 27, first
bullet.

B. Employer sponsored insurance buy-in — See Waiver Requedt, pages 11 and 35.

C. 1115waiver — See Waiver Request pages 27 and 28.

D. Eligibility including presumptive and continuous eigibility — The State will maintain
the current 12-month continuous digibility rule.

E. Outreach — The Department of Human Services currently funds a Family Resource
Counsdlor Program as a Medicaid outstationing requirement. Over 30 Family Resource
Counsdors are employed by 13 State-wide hedlth centers and four community hospitals
to provide assistance to potential Medicaid applicants. Also, see Section 2.4.

F.  Enrollment/redetermination process— Rhode Idand uses an EnglidvSpanish joint
amplified mail-in application for SCHIP and Medicaid with limited verifications of income,
proof of pregnancy, and immigration status required. Rhode Idand dso usesamail-in
recertification gpplication to recertify continued digibility on an annua basis. The
Department of Human Services is currently changing the recertification gpplication to a
computer-generated renewa form to smplify the process. The recipient’s information will
be mailed on a pre-printed form with a salf-addressed, stamped envelope.

G. Contracting— NA

H. Other — See Waiver Request, regarding crowd-out.
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Background

In 1998, the Department of Human Services (DHS) initiated an aggressive statewide Outreach
Project to enrall digible children and familiesinto Rite Care, Rhode Idand’ s Medicaid/SCHIP
Program. The gods of the project included enrolling al digible uninsured children, smplifying the
enrollment process and decreasing barriers to enrollment. At the time, it was estimated that 17,000
children in the sate were uninsured. Data from the Department of Human Services, Rl Kids Count
and other sources indicated that dmost 60% of the uninsured children lived in four cities-
Providence, Pawtucket, Central Falls and Woonsocket. [t was also known that Latino and
immigrant families were more likdly to be uninsured. Based on thisinformation, resources were
targeted to four “core’ cities with the highest number of uninsured children with some outreach
capacity outside the core aress.

At the same time, nationa attention was focused on outreach to enroll uninsured children.

In 1997, Congress created the State Children’s Hedlth Insurance Program (SCHIP) to enable
gatesto enroll 11 million children nationwide that were uninsured. In Rhode Idand, the SCHIP
program was combined with the Medicaid managed care program- Rlite Care.

In November 1999, the Robert Wood Johnson Foundation funded a national three-year project
cdled Covering Kids that asssts states in enrolling uninsured children. Rhode Idand’ s granteeisRI
Kids Count. Covering Kids Rhode Idand will focus on three specific strategies- outreach at health
care organizations in Providence, school-based outreach in Pawtucket and outreach to Latino and
other immigrantsin Centrd Fadls. Covering Kids Rhode Idand will asss the sate to document
outreach strategies that work and reduce barriers to enrollment.

Severd date agencies and community organizations worked collaboratively with the Department of
Human Services to design and implement this Outreach Program. Theseinclude: theRI
Department of Education, the RI Hedlth Center Association, RI Kids Count, Ocean State Action,
and the Rhode Idand Department of Hedlth. Without these partnerships, the Outreach Program
would not have been as successful in reaching its godls.

Goals of the Outreach Program

To enrall dl digible Rhode Idand children in the Rite Care Program
To sreamline the gpplication and digibility processes
To reduce barriers to enrollment
To develop atraining component to the Outreach Program
To target outreach to Latino and other non-English speaking populations
To use acombination of outreach strategies
To evauate and indtitutiondlize effective outreach Srategies
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Rlite Care Outreach

Streamlined Application and Enrollment

Families can now gpply for RIte Care hedlth insurance by mail and do not have to comein for an
gppointment. Verification of documentation needed has aso been reduced, making the overdl
application process easier. In the summer of 1999, the gpplication was trandated into Spanish.

Community-based Approach
DHS increased its outreach capacity statewide with atargeted effort in four cities with the highest
rates of uninsured children—Providence, Pawtucket, Central Falls and WWoonsocket.

In April 1999, 31 community based agencies participated in a Statewide outreach program.
Thirteen agencies hired 16 full time bilingua outreach staff. These outreach workers worked
primarily in the four target communities. Eighteen additional agencies used exigting gaff to enroll
potentia gpplicants. These agencies were outsde of the 4 target communities.

Strategies that were used include:
- Word of mouth
Contacting families through other programs a community agencies
Didributing pogters and flyers on RIte Care in the community
Traditiona door to door outreach
School-based strategies
Radio

DHS dso provided funding, dong with the Department of Hedlth, for the Family Resource
Counsdors Program (FRC) at 14 Community Health Centers and 3 Hospitals in Rhode Idand.
This funding made training and on-going support of the FRC and Outreach Programs possible.

School-based Outreach

Severd school-based initiatives darted thisyear. They include:
Using the schoal lunch gpplication to reach families
Didributing RIte Care brochuresto al RI dementary students
Developing book coversfor al Rl middle school students that included Rite Care stoll free
numberson it aswell as other hedth information. Thiswas ajoint effort of the Department of
Hedth and the Department of Human Services.
Enrolling families a Kindergarten regidration at al schools in the Pawtucket school system
Enralling families at five school-based hedth centers
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Training
A comprehensive RIte Care training manua was developed and digtributed to outreach staff, DHS

gtaff and other interested outreach partners. On-going training and support was provided for
outreach staff on aregular basis.

Media Campaign

In support of the school based sirategies that were happening in the Fall of 1999, radio ads on Rite
Care were broadcast on 5 English stations and 1 Hispanic station over a 6 week time period. The
Insure Kids Now phone number was used to track the number of callsto the Rite Care Info Line as
adirect result of the radio campaign. During the month that the ads ran, there were over 500 cals
to the (English) Info Line. Cdlsto the Spanish Info Line were recorded by a different method.
During thistime period, cdlsto the (Spanish) Rite Care Info Line increased by 18 percent.

RESULTS

From August 31, 1998 to June 30, 2000, Rite Care enrollment increased by 39
percent from 74,948 enrollees to 104,041 enrollees. This represents an increase of 15,364
children.

69 percent of the children enrolled were from the core cities and 31 percent were from
the rest of the state.

88 percent of the outreach gtaff in the core cities spoke Spanish as wdll as English.

The number of Spanish speaking RIte Care enrolleesincreased by 56 percent in the
core cities (from 8/31/98 to 6/30/00).

Rite Care ads were run on a Hispanic radio gation in the Fall of 1999. Cdlstothe
Spanish Info Line increased by approximately 18 percent during this time period.

RIte Care ads were run on 5 English radio sations in the Fall of 1999. The Insure Kids
Now phone number was used to track the number of cdlsto the Info Line asadirect result of
this radio campaign. During the months the ads ran, there were over 500 calls to the (English)
Info Line.

A comprehengve Rlte Care training manua was devel oped and digtributed to outreach

daff, DHS saff and other interested outreach partners. On-going training and support was
given to outreach gtaff on Rite Care.
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Rlte Care Enrollment in Thousands
1996 - 2000
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Outreach Agendes Participating in
Rite Care Outreach
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Option A Agencies

Option A agencies contracted with DHS to hire
1-2 outreach workers per agency to help families
enroll in Rite Care.

Progreso Latino

Children’s Friend and Service

Capitd City Community Centers

Center for Hispanic Policy and Advocacy
Genesis Center and the Family Van

Jodin Community Center

Public Education Fund

Panned Parenthood of Rhode Idand
Socio-Economic Development Center
South Providence Neighborhood Ministries
Urban League of Rhode Idand

Family Resources

Connecting for Children and Families

Option B Agencies

Option B Agencies contracted with DHS to enrall
families in Rlte Care using existing agency steff.

Allen Intergenerationa Wellness Center

Blackstone Vdley Community Action Program
Comprehensve Community Action

Cunningham School COZ

East Providence Boys and Girls Club

Family Services

HELP Lead Safe Center

Internationa Indtitute of Rhode Idand

Newport County Community Menta Health Center
New Visonsfor Newport County

St Joseph' s Hedlth Services of Rhode Idand

Sdf Help, Inc.

South County Community Action

Travelers Aid Society of Rhode Idand

Trinity Encore

Vigting Nurse Association of Care New England
Vigting Nurse Service, Bristol and Newport Counties
Westbay Community Action
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Family Resour ce Counselors Program

Family Resource Counselors at the following
health centers and hospitals screen families to
determine if they may be eligible for Rite Care.
They aso help families apply for other public
programs.

Allen Berry Hedth Center

Bayside Family Hedth Care
Blackstone Valey Community Hedth
Block Idand Hedlth Services
Capital Hill Hedlth Center

Central Health Center

Centrd High School

Chad Brown Hedth Center
Comprehensve Community Action
Dr. John A. Ferris Hedlth Center
Fox Point Hedlth Center

Hedlth Center of South County
Memorid Hospita of Rhode Idand
New Vision for Newport County
Northwest Hedlth Center
Olneyville Hedth Center

S. Joseph’s Hedlth Services of Rl
Sdf Help/ East Bay Family Hedlth Center
Thundermist Hedth Associates

Tri Town Hedth Center

Women and Infants Hospital
Wood River Hedth Services
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Section 1115 Waiver Request of Title XXI

Amendment of Current Title XIX 1115 RIte Care Waiver

Submitted To:
Divison of Integrated Hedth Systems
Hedth Care Financing Adminigtration

Submitted By:
Rhode I1dand Department of Human Services
Center for Child and Family Hedth

November 2, 2000
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EXECUTIVE SUMMARY

The RIte Care program, Rhode Idand’ s Medicaid managed care program, purchases hedlth insurance
for approximately 105,000 members, more than three quarters of Rhode Idand’s Medicaid population
and 11 percent of al Rhode Idanders. It isadministered by the Center for Child and Family Hedlth
within the Rhode Idand Department of Human Services. Over the past six years, Rite Care has
contributed sgnificantly to reducing the rate of uninsurance in Rhode Idand by providing hedlth
insurance to low-income children and families throughout the State. Currently, digible populations
include: dl uninsured pregnant women with incomes up to 250 percent of the federd poverty leve
(FPL); uninsured children under age 19 with incomes up to 250 percent of the FPL; and uninsured
parents of enrolled children under age 19 with incomes up to 185 percent of the FPL. Rite Care
combines Temporary Assistance to Needy Families (TANF) and TANF-related families, Medicaid
poverty level, 1115 waiver and 1931 expansions and SCHIP digible populaions in one seamless
ddivery sysem.

RIte Care was implemented in 1994 under the authority of an 1115 Research and Demonstration
waiver of Title X1X of the Social Security Act. This provided Rhode Idand with the means to creste a
comprehensive, coordinated hedlth care ddivery system via competitively procured contracts with
licensad hedlth maintenance organizations (HMOs or Hedlth Plans). These contracts have provisions
that require participating Hedlth Plans to adhere to specific quality, access and performance standards.
Aswell, the contracts mandate health outcome measures to be reported to the Department, which are
subsequently anadyzed.

RIte Care has demongtrated excellent member satisfaction, Sgnificant improvements in access to health
care and hedlth status including, primary, pediatric, and prenatd care, increased inter-birth intervals,
decreased maternd smoking, positive trends in addressing the incidence of low-birth weight among Rlte
Care newborns, and increased childhood immunization and lead screening rates. RIte Care has also
been successful in contributing to the Sgnificant reduction in Rhode Idand’ srate of uninsurance to 6.9
percent, the lowest in the nation in 1999.

Rhode Idand's primary goalsin establishing and expanding digibility for RIte Care wasto increase
access to and improve the quality of health care for Medicaid families and to expand access to hedlth
coverage for the uninsured. Theinitid expanson of digibility under the State's Section 1115 Rite Care
waiver was directed a pregnant women and preschool children with family incomes up to 250 percent
of the FPL. Since then, the State has used Rlte Care as a medium to extend coverage to low-income
uninsured families including children to age 19 with family incomes up to 250 percent of the FPL and
their parents with incomes up to 185 percent of the FPL.

It isimportant to note that Rhode Idand has long had a strong system of employer-sponsored hedlth

insurance (ES). In seeking to extend digibility to the uninsured, State policymakers did not intend for
Rite Care to serve as a substitute for ES nor as a competitor to commercia plans. Rather, the intent
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was, and continues to be today, to make quality health coverage available to those without access to
ESI.

A. RIlteCare ExtendsEligibility To L ow-Income Parents

In 1998, the State of Rhode Idand sought to extend digibility for Rite Care to parents and relative
caretakers of children enrolled in Rite Care. The State chose to pursue this course of action for several
reasons. Firg, feedback from Rite Care enrollees underscored the absence of comprehensive
coverage for the entire family as amgjor program weskness, particularly for uninsured parents of
enrolled children and women covered under the Extended Family Planning limited benefit package.
Second, the number of uninsured Rhode Idand adults who were employed was increasing significantly
(from 51.5% in 1996 to 69% in 1998) due to the erosion of ESI. Third, the hedlth care research
literature offered persuasive evidence indicating even the most ambitious and systematic efforts to
promote prevention and other health goas for children and adolescents often fall short when parents and
relative caretakers have limited access to hedlth care.

Accordingly, in July 1998, after the enactment of Title XXI of the Socid Security Act authorizing the
implementation of the State'sinitial State Child Hedlth Insurance Program Plan (SCHIP), Rhode Idand
submitted a SCHIP amendment requesting authority to extend coverage to the growing number of
uninsured parents. On December 29, 1998, after receiving specific guidance from the Hedlth Care
Financing Adminigration (HCFA), the State voluntarily withdrew the SCHIP amendment request for
family coverage and submitted a Medicaid State Plan Amendment to establish anew digibility group,
effective on November 1, 1998, conggting of families with children with incomes under 185 percent of
FPL pursuant to Section 1931 of the Socia Security Act.

The digibility expanson under Section 1931, which was implemented in tandem with an extensve
outreach endeavor, has proven highly successful in enralling both digible children and their parents.
Since February 1999, enrollment hasincreased by amost one-third, from 78,418 to 105,500 (as of
October 31, 2000). The magnitude of this change in enrollment has created significant unexpected and
unintended consequences - the migration of asgnificant number of familiesinto Rite Care from ESl and
unexpectedly high, unbudgeted increases in program costs to the State.

B. Migration From ESl ToRlte Care

During caendar year 1999, the firgt year period following the Section 1931 expansion to parents, only
two Hedlth Plans were accepting Rite Care enrollees: acommercid plan, United HedthCare of New
England (UHCNE); and a Medicaid only plan, Neighborhood Health Plan of Rhode Idand (NHPRI).
Data provided by UHCNE, a Rhode Idand hedlth insurance carrier active in the commercid and
Medicaid markets, indicated a significant number of Rite Care enrollees migrated to their Rite Care
plan from their commercid products.
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Further analyss of the UHCNE data revealed that movement from ES into Rite Care was occurring at
amuch greeter rate in eigible families with incomes below 185 percent of the FPL. Although there are
Rite Care digibility requirements in place designed to discourage substitution of ESI (e.g., four-month
waiting period), they do not currently gpply to families with incomes below 185 percent of the FPL. In
ghort, less than 18 months after the State' s Section 1931 Medicaid expansion, there was reliable
evidence indicating that a gnificant number of digible families with incomes less than 185 percent of the
FPL were dropping ESl to enroll in Rite Care. These families were not subject to provisonsthat deter
subgtitution since they had incomes below 185 percent of the FPL.

C. Instability In The State's Commer cial Health | nsurance M ar ket

Some degree of migration is to be expected anytime there is a gnificant expansion in eigibility for a
publicly funded or subsidized program. Both the scope and consequences of the shift from ESI to Rite
Care on the part of Section 1931 parents were greater than anticipated, largely because of the
unforeseen voldility in the Stat€ s private insurance market. In late 1999, the ingtability in Rhode
Idand’ s hedlth insurance market was becoming more apparent. High increasesin premium rates during
1999 and 2000 in commercid policy renewd rates affected both employers and employees. The
impact on smdl firms and low-wage workers was particularly pronounced; low-wage workers who
were unable to afford higher premium share contributions were driven out of the commercia insurance
market and into RIte Care. Since RIte Care does not have provisions to deter subgtitution for families
with incomes below 185 percent of the FPL and thereis no waiting period for families who drop
affordable ESI immediatdy prior to gpplying for RIte Care, there is no disincentive, or cost, for workers
opting to shift from ESI to Rite Care.

During the same period that costs of commercia insurance began to escalate, the number of commercia
cariers active in the State' s insurance market plummeted unexpectedly leaving consumers with a
modest choice in hedth plan options. Within saverd monthsin the latter haf of 1999, both Harvard
Pilgrim Hedlth Care of New England and Tufts Hedth Plan of New England departed from the Rhode
Idand insurance market without warning, leaving 150,000 Rhode Idanders at-risk of becoming
uninsured. Asaresult, for many of those who were unable to afford the premiums charged by the
remaining insurersin the State, enrollment in Rite Care was not only a viable option, but an attractive
oneaswel. Over the previous five years, the RIte Care program had virtualy erased the negative
gigma usudly associated with public programs.

The volatility in the commercid hedth insurance market and the incentives it provided for subgtitution of
Rite Care for ESl were both likely to continue, thus a continued increase in Rite Care enrollment was
predicted. In January 2000, such concerns prompted Governor Lincoln Almond to convene a group of
Adminigration Saff, legidative leaders, and consumer and business representatives to examine the
factors contributing to the ingtability in Rhode Idand’ s hedth insurance market and Rite Care’' s dramatic
growth. During the six months that followed, the group focused on various mechanisms for moderating
the volatility in the commercia insurance market and in Rite Care enrollment. After deliberating a
length, the group agreed to pursue a package of hedth insurance initiatives designed to: (1) sabilize the
costsof ES for small businesses through both market access and rate reforms; and (2) provide low-
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wage workers with assistance to obtain and/or maintain employer-sponsored hedlth insurance coverage
for their families. The Governor signed the resulting consensus legidative proposa, Hedlth Reform
Rhode Idand 2000, into law on July 1, 2000.

D. Health Reform Rhode | dand 2000

Hedth Reform Rhode Idand 2000 contains three distinct initiatives, each which is designed to increase
the avallability of and access to qudity, stable hedlth insurance coverage. Thethreeinitiatives are as
follows

1. Edablishment of Rite Share, a premium assstance program designed to provide subsidiesto digible
low-income families with accessto ESI;

2. Implementation of new regulations to reform the State' s hedlth insurance market and to stabilize the
rates charged to smdl employers by hedth insurers; and

3. Cresation of stronger financia accountability standards for hedlth insurers,

The Department of Human Services (DHS) is responsible for implementing Initiative 1 of Hedth Reform
Rhode Idand 2000. To implement thisinitiative, the Act authorizes DHS to seek any State Plan
Amendments, new waivers, or amendments of existing waivers under Titles XIX and X X1 of the Socid

Security Act.

E. Implementation Requirementsfor Initiative One of Health Reform Rhode | dand 2000

Upon reviewing the requirements of the Act, the Department of Human Services has determined that
timey and effective implementation of the law requires

Amending the current Title X1X 1115 Rite Care waiver to establish affordability tests, waiting
periods and cost-sharing requirements for 1115 expansion populations, consistent with HCFA
draft SCHIP regulations for the purposes of deterring subgtitution and promoting responsible
utilization of hedlth care services,

Approval of a Section 1115 waiver of Title XXI to dlow the State to continue to: expand
enrollment of low-income uninsured familiesin publicly funded family coverage; asss digible
low-income workers in obtaining and/or maintaining employer-sponsored family coverage
through subsidies of such coverage; and impose cost sharing as well as deterrents for
subgtitution; and

Amending the Medicaid State Plan and SCHIP State Plan to reflect changesin coverage groups

eigible under Title XIX and Title XXI. These State Amendments are not included in this
current submission and will be submitted at alater date.
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The Department has elected to submit a comprehensive proposa that explains the relevance and
interaction between each of these key components. The most critica facet of the State' s proposal isthe
request for a Section 1115 SCHIP waiver. It isthe Stat€' s intent to use the demondtration authority
granted under a Section 1115 SCHIP waiver to: promote access to affordable and quality family
coverage, ease adminigrative burdens generdly associated with SCHIP and Medicaid premium
assigtance programs; and target public funds to provide hedlth insurance coverage for those most in

need.
CHAPTERI

BACKGROUND

The RIte Care program, Rhode Idand’ s Medicaid managed care program, purchases health insurance
for gpproximately 11 percent of the state’ s population. The program is administered by the Center for
Child and Family Hedlth in the Rhode Idand Department of Human Services. Over the past Sx years,
Rlte Care has sgnificantly expanded access to hedlth insurance for uninsured low-income children and
families throughout the State. Currently, eigible populations covered under Title X1X or Title XXI
include: dl uninsured pregnant women with incomes up to 250 percent of the federd poverty leve
(FPL); uninsured children up to age 19 with incomes up to 250 percent of the FPL; and uninsured
parents of enrolled children up to age 19 with incomes up to 185 percent of the FPL.

A. TheRIlteCare Section 1115 Waiver

RIte Care was implemented in 1994 under the authority of a Section 1115 Research and Demongiration
walver of Title XIX of the Socid Security Act. Rhode Idand has used the waiver’ s demongtration
authority to create a comprehensive, coordinated hedth care ddlivery system via competitively procured
contracts with licensed health maintenance organizations (HMO'’s or Hedlth Plans). These contracts
have provisons requiring participating Hedlth Plans to adhere to specific quality, access and
performance standards. Aswell, the contracts mandate health outcome measures to be reported to the
Department, which are subsequently analyzed.

Rite Care has demondtrated excellent member satisfaction and sgnificant improvementsin hedlth care
access and hedlth atus indicators of recipients. Among the most significant are greater accessto
primary, pediatric, and prenata care, increased inter-birth intervals, decreased materna smoking,
positive trends in addressing the incidence of low-birth weight anong Rlte Care newborns, and
increased childhood immunization and lead screening rates.

Rite Care' s Section 1115 waiver authority was also used to expand coverage to uninsured low-income
families. Asaresult of this effort, in 1999 the rate of uninsured Rhode Idanders was reduced to alevel
that was the lowest in the nation at 6.9 percent (See Attachment A).

With the expangon of coverage to each new group, Rite Care enrollment hasincreased. The most

dramatic rise in the number of enrollees followed the expanson in 1998 of digibility to Section 1931
parents with incomes up to 185 percent of the FPL. Although increasesin enrollment were expected,
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the State was not prepared for the magnitude of the rise nor the consequences it posed for the Rite
Care program and for Rhode Idand more generdly.

B. The Context And Conseguences Of Increasing Rlte Care Enrollment

Both the unintended and unexpected consequences of the rgpid increase in Rite Care enrollment and State
policymakers responses to them are best understood in the broader context of recent developmentsin
Rhode Idand’ s hedith care sysem, particularly in the commercid hedlth insurance market. Although Rhode
Idand has had arobust economy for much of the last decade, nearly one-third of the familiesin the State
had incomes that fell below 200 percent of the federd poverty level. Unlike many of Rhode Idand s sister
States with high percentages of low- and moderate-income wage earners, the rate of uninsured in the State
isthe lowest in the nation at 6.9% according to the 1999 Census Bureau report (See Attachment A).

Rite Care, induding itsincrementa expangons, has played an important role in maintaining ardatively low
rate of uninsurance among the unemployed, low-wage workers, and children; however, the mgority of
working Rhode |danders have continued to obtain coverage through employer-sponsored insurance (ES).
As of June 1999, the available data indicate that 77 percent of employers in the State offered ESI; 60
percent of employers who offer coverage paid the entire premium for individua coverage and 42 percent
of employerswho offer coverage paid the entire premium for family coverage (See Attachment B). In sum,
for the better part of the last decade, Rite Care served as both the Governor and the General Assembly
intended, as a means of providing coverage to uninsured individuas in these groups.

Asthe last decade came to a close it became increasingly more apparent that access to affordable health
coverage in Rhode Idand was beginning to erode. The sudden collgpse of Harvard Filgrim and the
departure of Tufts Health Plan of New England from the Rhode Idand market in January 2000, |eft many
employers and employees with limited options for hedlth care coverage (See Attachment C). The abrupt
withdrawal of these two carriers from the commercia insurance market resulted in 150,000 Rhode
Idanders at-risk of becoming uninsured. In addition, substantid increases in premium rates, particularly in
the smd| group market, made purchasing hedlth insurance unaffordable for many smal employers and their
employees.

Adding to the turmoail in the hedlth insurance market over the last year is the growing perception, and the
empirical evidence to support it, that an increasing number of workers with accessto ESl are dropping
or refusing coverage to enrall in the RIte Care program. Given the recent escdation in commercid
premium costs, reports that some workers and businesses can no longer afford to purchase or retain
ESl are not surprising. However, the two commercid insurers fill active in Rite Care, United Hedlth
Care of New England (UHCNE) and Neighborhood Hedlth Plan of Rhode Idand (NHPRI), contend
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that affordability of ESl is not the only reason digible families shift to Rite Care. Both insurers argue
that a sgnificant number of individuas drop affordable ESl to enroll in RIte Care because the
comprehensve coverage the plan provides can be obtained &t little or no cost and without awaiting
period. Thereisaso anecdota evidence that employers of primarily low- and moderate-income
workers have dropped coverage for similar reasons - they do not have to contribute to the cost of
coverage for workers enrolled in Rite Care. As State law prohibits employers from directing digible
employeesinto Rite Care, few employers will admit to engaging in this practice. Consequently, thereis
no hard data to support the reports of such activity on the part of employers.

In 1999, UHCNE, the only commercia carrier ill accepting Rite Care participants at that time, reported
approximately 30 percent of its new RIte Care enrolless had directly migrated from its commercia
product(s) with no intervening period of uninsurance. The shift into Rite Care was due to many factors:
expansonsin digibility; lack of provisonsto deter subgtitution; an ambitious and successful outreach effort;
and the dramdtic increase in commercid insurance premiums over the previous year. Among the most
important of these is the State’s inability under Title XIX to adopt the digibility requirements to deter
Section 1931 parents from subgtituting Rite Care for ESI.

At the Stat€’ s request, UHCNE conducted further analysis of the migration into Rite Care by two
groups.

Parents and children with family incomes between 185 percent and 250 percent of the FPL, a
group easily identified due to cogt sharing requirements; and

Parents and children with family incomes below 185 percent of the FPL.

The results of UHCNE' s andysisindicated that of the 4,200 Rite Care enrollees who switched from the
insurer's commercid products, 95 percent had family incomes less than 185 percent of FPL - members of
this coverage group were not subject to substitution deterrents.

As 1999 drew to aclose, both the Governor and the Rhode Idand General Assembly became concerned
that continued migration into RIte Care would not only pose significant State budget shortfals, but would
aso further erode the employer-sponsored health insurance market. Evidence that subgtitution was
increasing as aresult of the November 1998 expansion to working families, coupled with the unprecedented
rise in program cogts, heightened the sense of the Governor and key legidators that the time had come to
redirect the RIte Care program to meet its origind goa of providing coverage to the truly uninsured.

C. TheHealth Care Steering Committee

In January of 2000, Governor Lincoln Almond convened agroup of Adminigiration saff, legidative
leaders and consumer and business representatives to find solutions to Rhode Idand’ s deteriorating
hedlth insurance market. The Hedth Care Steering Committee, as the workgroup was caled, was
jointly chaired by: Christine Ferguson, Director of the Rhode Idand Department of Human Services
(DHS); Senator Thomas |1zzo, Chair of the Senate HEW Committee; and Representative Gerard
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Martineau, House Mgority Leader. The Steering Committee was broadly representative of employers,
consumers, labor and legidative and executive branches of government. Hedlth care providers and
insurers were invited to attend and provide testimony to the Committee. A detailed overview of the
Steering Committee membership islocated in Attachment D.

During the next Sx months, the group focused on methods of stabilizing the employer-based hedth insurance
market. Specificdly, the group examined methods to enable small businessesto maintain ES by abilizing
premium rates and by asssting and encouraging low-wage workers to maintain ESl. The focus on smdll
employers was due to the increasing number of businesses with less than 50 workers reporting the most
volatile rate increases and the resulting difficulty in maintaining and/or obtaining ESl, as well the vita role
these employers play in the Stat€' s overal economic hedth.

The Governor Sgned the resulting consensus legidative proposal into law on July 1, 2000. The legidation,
Hedth Reform Rhode Idand 2000, includes the following components, eech of which advances the larger
god of ensuring that al Rhode Idanders have access to affordable hedth care:

1) Directing the Department of Human Services to sabilize the Rite Care program by targeting resources
a those who are mogt in need of coverage — low-income families without access to affordable
coverage, by:

a) Authorizing Rhode Idand' s Department of Human Sarvices to establish digibility requirements for
RIte Care to deter subdtitution (i.e., affordability tests and waiting periods).

b) Egablishing cost sharing requirements for certain Rite Care ligible populations to promote both
responsible utilization of hedth care services and the development of additiona disincentives for
subdtitution.

c) Mandatory participation in Rite Share of digible individuas and families who have accessto ESI.
Rlte Share is the premium assstance program established by the Act to support employeesin
purchasing or maintaining ESI.

d) Elimination of three-month retroactive eigibility for certain Rite Care digible groups.

2) Reform of the hedth insurance market to: conform with the Hedth Insurance Portability and
Accountability Act (HIPAA) of 1996; gabilize premiumsin the smal group market by compressng rate
bands, and guarantee issue of abasic hedth plan.

3) Egablishment of new financia reserve requirements for hedth insurers consstent with the Nationd
Association of Insurance Commissioners (NAIC).

The Act dso created the Permanent Joint Committee on Hedlth Care Oversight, a bicamerd, bi-

partisan, 8-member committee, charged with advising both the House and Senate on matters related to
hedlth care. The Committeg' s chief responsibility is to oversee the implementation of the programs
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created under the Act. In addition, the Advisory Commission on Hedlth Care was created to advise the
director of the Department of Human Services on dl hedlth care matters, including the Rite Care and
RIte Share programs. The Advisory Commisson is comprised of 15 members representing consumers,
employers, providers, insurers and other government entities and is chaired by the Director of the
Department of Human Services.

With the passage of Initiative One of the Hedlth Reform Rhode Idand 2000 Act, there was also a sgnificant
and important consensus agreed to by both the Governor and Genera Assembly leaders: Rlte Care must
be redirected to its origind misson to provide coverage to the truly uninsured and continua migration from
ESl to Rite Care could not persist. If effective provisons to deter substitution are not quickly approved
and implemented, the State will instead roll-back digibility expansons currently in place for working
families, in particular the 1931 expansion implemented in 1998 for parents above TANF income levels.

The Department of Human Services was required to and has filed an implementation plan with the
Permanent Joint Committee on Health Care Oversight on August 1, 2000.
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CHAPTERIII
DEMONSTRATION DESIGN

One of the centerpieces of Hedlth Reform Rhode Idand 2000 is the establishment of Rite Share, a
premium assi stance program for low-wage workers and their dependents. The RIte Share program will
use public funds to subsidize employer-sponsored health insurance premiums for al Rite Care digible
employees and their dependents that have access to a qudified hedlth plan.

Implementation of certain components of the Rite Share premium ass stance program requires a Section
1115 waiver of Title XXI (SCHIP). InitsJuly 31, 2000, Dear Sate Health Officials letter, HCFA
provides guidance to States preparing to submit requests for Section 1115 waivers of Title XXI. The
guidance establishes certain minimum criteria that a State must meet to qualify to submit awaiver
request, outlines the purpose of SCHIP demonstration projects, and identifies the types of information
States should include to justify waiver requests. In keeping with the HCFA guidance, each of these
matters is addressed in turn below.

A. Qualifications To Submit A SCHIP Section 1115 Waiver

Asthe following indicates, Rhode Idand has met and in many cases, exceeds the criteria set forth by HCFA
to qualify to submit awaiver request.

1. Rhode Island has more than one year of experience providing SCHIP coverage to children
with family incomes up to 250 percent of the FPL.

On October 1, 1997, Rhode Idand implemented its SCHIP Program by covering uninsured children ages
8o 18, with family incomes up to 250 percent of the FPL under a SCHIP Medicaid expansion that was
origindly implemented under Medicaid authority in May 1997. In 1999, SCHIP coverage was further
expanded to include uninsured children up to age 19in the same income group. At the time the SCHIP
State Plan was implemented, Rhode I1dand had dready extended coverage to children ages O to 8 with
incomes up to 250 percent of the FPL under aMedicaid expanson. The income digibility cut-off of 250
percent of the FPL for Rite Care/ SCHIP digible children exceeds the target income range of 200 percent
of the FPL egtablished in Title X XI.
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2. The State has met the primary goals of SCHIP by expanding eligibility to and providing
coverage for the core population of targeted low-income children.

Sinceitsinception in 1997, Rhode Idand’ s SCHIP program has worked in tandem with Rite Care waiver
expangons to effectively decrease the number of low-income children without hedlth insurance. For
example, according to The Current Population Survey, the number of uninsured children and families with
incomes a or below 200 percent of the FPL declined by 27 percent between 1996 and 1998 when
compared to the previous three year average (1995-1997) (See Attachment E). Moreover, State-specific
outreach reports as of October 2000, reved approximately 2 percent of the children residing in Rhode
Idand are uninsured (See Attachment F). Rlite Care currently covers 68,500 children, of which 9,800 are
covered under SCHIP and 56,900 are covered under Medicaid, representing 28.5 percent of Rhode
Idand’s 240,000 children. These data demondtrate the State' s effectiveness in enrolling the targeted low-
income children SCHIP was intended to serve.

3. The State provides continuous enrollment for children in the SCHIP program.

As Rhode Idand eected to provide coverage under its SCHIP State Plan as a Medicaid expansion,
children digible for coverage are afforded the safeguards incumbent with an entittement program. Eligible
children are not subject to waiting lists, delays or interruptions in coverage due to spending or enrollment
limits. Infact, the State is committed both in principle and as a matter of law to maintain continuous, open
enrollment for dl digible children (See Attachment G).

4. Rhode | dand' s streamlined application and re-determination process for SCHIP and Medicaid
promotes enrollment and retention of eligible children.

Shortly after the implementation of its SCHIP program, Rhode Idand implemented the following policies
and procedures to facilitate enrollment and retention of digible children:

Use of ajoint, smplified mail-in goplication for SCHIP and Medicaid with questions stated
in English and Spanish.

Elimination al verification requirements other than proof of income, and where gppropriate,
pregnancy, and immigration satus (Rhode Idand had previoudy diminated dl assats tests).

Mail-in re-certification.
5. The State regularly submits both SCHIP and Rlte Care evaluationsto HCFA.
On March 1, 2000, the State submitted to HCFA its required SCHIP evauation (See Attachment H).
Both quarterly and annua reports are dso submitted in atimely manner. In addition, to meet the
requirements for the RIte Care waiver demongtration project, the State conducts a comprehensive

evauation of hedth care outcomes for both its SCHIP and Medicaid populations on an annua basis.
These evaluations are widdly regarded as amodel for other States.
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In summary, the State has clearly met all of the prerequisites to submit a SCHIP
waiver request established in the July 2000, guidance from HCFA.

B. Goals Of The SCHIP Waiver Demonstration Design

Asthefollowing illugtrates, each of these god's has merit on its own, aswdl asin relationship to both the
objectives of Title XXI and the State’ s long-standing commitment to ensure that every Rhode Idander
has access to affordable hedlth care coverage. The methodology the State will use for evauating each
of these godsis provided in detail in the Chapter VII, Program Evaluation. It isthe State' sintent to
use the demonstration authority granted under a Section 1115 SCHIP waiver to achieve the following
godsand objectives.

Goal 1:

To improve the hedth status of Rhode Idanders by improving access to and quality of hedth
care.

Objectives:

a) Toincrease the number of low-income children who utilize age-gppropriate preventive care
sarvices asaresult of being enrolled in family coverage.

b) To decrease uninsurance, expand health care access, improve hedth status, and promote
gppropriate utilization of health care services of Rhode Idanders by increasing enrollment in
Rite Share.

¢) Toimprove hedth status and gppropriate utilization by providing expanded benefits with no
sgnificant cogts for such expanded benefits. The State will assess the impact of providing
expanded benefits under Medicaid beyond the those offered in commercid products,
namely an expanded medica necessity definition, no day limits on behaviord hedth
sarvices, and assgnment of aprimary care provider (PCP), on the following: hedth status,
utilization and cost for Rite Care and RIte Share compared to populations with non-
subsidized commercia coverage.

d) To decreasetherate of uninsurance by implementing affordability tests and waiting periods
for Rite Care (those who are affected by the tests will retain ESI, thus alowing the State to
target program resources to those without access to affordable ESl).

€) To promote gppropriate utilization of hedth care services by establishing effective co-
payment levels. In particular, the State expects the established co-payment level for non-
emergent/non-urgent emergency room services or for an emergency room vist that does
not result in an admission will encourage appropriate utilization of preventive hedth care
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Goal 2:

sarvices, such as ambulatory primary care services and deter non-emergent, non-urgent
emergency room utilization for ambulatory sendtive conditions.

To assure access to dl needed medications, specificaly increase the use of generic
medi cations when appropriate by implementing affordable pharmacy co-payments with
differentia levels for generic and brand prescriptions.

To reduce the rate of uninsurance in Rhode Idand by maximizing Rhode Idander’ s access to
affordable hedlth insurance coverage by leveraging the use of public and private funds
(enhanced SCHIP match for certain coverage groups as well as employer dollars as aresult of
participation in the premium assstance program).

Objectives:

a)

b)

Goal 3:

To increase total enrollment in public coverage while shifting enrollment from full public
coverage (Rite Care) to partidly subsidized coverage (Rlte Share).

To increase the number of low-income children with hedlth insurance by providing hedth
insurance to their parents.

To leverage available employer dollars to reduce the rate of uninsurance by maximizing
enrollment of clients, employers and Hedth Plans in Rite Share by decreasing the
adminigrative burden generdly associated with SCHIP and Medicaid premium assistance
programs for the following: (a) enrollees; (b) employers, (c) the State; and (d) Hedlth
Mans.

To ensure public funds are targeted at reducing the rate of uninsurance, thereby not
replacing funds used to purchase ESI. The affordability tests and waiting periods have
been established at alevel to make certain those who have been able to afford to purchase
employer-sponsored hedth insurance will retain that health insurance offered by their
employer i.e. deter subgtitution of ESl for publicly funded hedlth insurance. It isthe State's
intent to assure the affordability tests and waiting periods are effective in deterring
subgtitution and that those that are denied digibility by the tests indeed retain employer-
sponsored coverage.

To serve as apilot program to demongrate an innovative method for successfully developing
and implementing a combined Medicaid and SCHIP premium ass stance program.

Objectives:
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a) To maximize enrollment in the Rite Share Premium Assistance Program by smplifying
adminigrative procedures for enrollees, Hedlth Plans, employers and the State.

b) Tomaximize cogt savings through the Rite Share Premium Assstance Program by waiving
certain SCHIP provisons, specificdly using a more flexible methodology for determining
cost effectiveness (waiving the 60 percent employer contribution requirement, calculaing
cogt effectiveness on a population by population basisin lieu of family by family, and
certifying Hedth Plan’ s products using standards for a basic hedlth plan insteed of certifying
products offered by each employer.).

C. Components of the SCHIP Demonstration Design

The State is requesting the authority to waive or extend certain SCHIP requirements,
each of which is explained in detail below.

1. Enrollment of Section 1931 Expansion Parents and Relative Caretakers,
Pregnant Women, and Families Covered under Extended M edical Assistance (M A)
in SCHIP

The State is requesting a SCHIP 1115 waiver to extend family coverage under SCHIP
to:

Section 1931 expansion parents and relative caretakers (November 1998
expansion group) with incomes below 185 percent of the FPL;

Families covered under Extended Medical Assistance (MA); and

Pregnant women with incomes between 185 percent and 250 percent of the
FPL.

Rationale

The State firmly believes that extending hedlth care coverage to parents and relative caretakersis
essentia for increasing enrollment of targeted children in the SCHIP program, encouraging and assuring
the appropriate use of preventive and other services, and managing hedlth care costs. Asnotedina
May 1998 publication by the Academy of Hedlth Services Research and Hedlth Policy, entitled State
Initiatives in Hedth Care Refornt “Enrollment take-up rates can be as much as 30 percent higher when
the family unit isinvolved than when enrollment is limited to some or dl of the children in afamily” (See
Attachment 1). Children’s hedlth care literature is replete with studies that expand on this argument: not
only is family-based coverage generdly found to be more effective than child-only coverage in reducing
the rate of uninsurance (See Attachment J), but the health status of the entire family tends to improve as
well. Furthermore, providing coverage to parents and children under the same plan has aso been found
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to encourage use of primary and preventive services, this, in turn, decreases the levels of unmet needs
that disproportionately affect lower-income populations.

Making family coverage through ESI more readily available to Extended MA recipientswill assst in
achieving many of these same objectives. 1t has the additiond advantage of permitting eigible workers
to take full advantage of the benefit packages offered by employers. For example, research conducted
by both the Commonwedlth Fund and the Employee Retirement Benefit Ingtitute indicates employers
often adjust wages downward to offset the costs for hedlth insurance for low-income workers (See
Attachment K). Although these studies indicate some employers offer higher wages or provide cash
in-lieu of benefits to employees that choose not to enrall in ESI, the mgjority of small businesses do not
provide workers with aternative forms of compensation. Moreover, there is evidence that low-income
workers who obtain individua coverage through ESl often opt to cover their children under Medicaid
or SCHIP rather than pay the higher costs of family/dependent coverage. Asaresult, it isnot
uncommon for parents and children in families in Extended MA to be covered by separate plans, each
with different provider networks and benefit levels. Thus, enralling extended MA familiesin Rite Share
will expand access to family coverage by making use of resources (i.e., employer contribution to ESI)
that would otherwise be unavailable, while providing these families with access to one coordinated
system of care and coverage.

The State will be able to access approximately 31 million dollars in enhanced Federd Medica
Assgtance Participation (FMAP) over the next three years by shifting coverage of 1931 expansion
parents, Extended MA participants, and pregnant women with incomes between 185 percent and 250
percent of the FPL from a Medicaid State Plan or waiver to a SCHIP Medicaid expanson. The
additiona funds the State receives through the enhanced match will dlow the State to continue to
provide coverage for and significantly increase enrollment of low-income target families without access
to affordable coverage. Asaresult, more of their children will be enrolled. The establishment of the
Rlte Share premium assstance program as part of the SCHIP waiver will bein and of itsdf, aggnificant
deterrent for subgtitution and one that will ultimately contain costs. The dallars saved will be reinvested
to expand enrollment of digible uninsured families and to preserve the qudity of the services and choice
of Hedth Plans available to them.

One of the chief god's of the proposed demondtration project is to maximize access to family coverage
by making optima use of dl avallable resources. The State is convinced that making family coverage
more readily ble will reduce the number of uninsured children. The SCHIP waiver is necessary
both to maintain and expand enrollment of digible parents with incomes below 185 percent of the FPL,
to preserve the important gains Rhode Idand has dready made in providing targeted low-income
children with qudity hedth coverage and to continue to expand enrollment of digible children. Inthis
respect, the additiona dollars Rhode Idand receives under the SCHIP waiver will be used to augment
rather than to supplant the funds the State has already committed to achieve the goals of SCHIP. In
fact, the State projects that with gpprova of the SCHIP waiver, the State’ s enrollment in Rite
Care/RIte Share combined will grow to more than 130,000 in the next three years.

2. Affordability Testsand Waiting Periods
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To preclude further migration of families with access to ESl into RIte Care, “subdtitution”, the State is
requesting to establish waiting periods and affordability tests for enrollment in both the Rite Care and Rlite
Share programs. The Stat€’ s proposed subgtitution provisions are consstent with the basic gods of Title
XX1 and with the requirements established in SCHIP draft regulations.

As dated in the draft SCHIP regulations. “ Employers who make contributions to coverage for dependents
of lower-wage employees could potentialy save money if they reduce or eiminate their contributions for
such coverage and encourage their employees to enrall their children in CHIP. At the same time, families
that make sgnificant contributions towards dependent group hedlth coverage could have an incentive to
drop that coverage and enroll ther children in CHIP if the benefits would be comparable or better and ther
out-of -pocket costs would be reduced (See Attachment L).” Accordingly, the Stateis seeking to establish
specific provisons, consstent with HCFA’s SCHIP requirements to protect againgt substitution and to
serve as a mechaniam to target Rlte Care to uninsured, low-income families. The affordability tests and
waiting periods are defined asfollows:

Any new gpplicant whose share of hedth care premium isless than 50 percent of the total
cost of coverage (dollar amount reflecting Rhode I1dand rates, approximately less than
$150/month for individua coverage or less than $300/month contribution for family
coverage, to be defined in regulation) and who has participated in any hedth coverage
(“not gone bare’) for the last Sx months cannot enrall.

Any new gpplicant who has lost coverage in the past Sx months as aresult of an employer
who dropped coverage specificaly for a class of employees who would qudify for Rite
Care cannot enrall.

Rationale

The State is proposing a six-month waiting period for new gpplicants who may have “ affordable’ ESI or
who have recently lost or dropped ESI coverage to ensure that coverage is targeted to families who
truly cannot afford private hedlth insurance coverage. A minimum waiting period of Sx months was
chosen to conform with the following draft SCHIP regulations: “ .. .thistime period islong enough to
ggnificantly deter families from dropping existing coverage (See Attachment L).” In essence, afamily
that is uninsured for at least Six months ensures that coverage is targeted to families who were truly
unable to afford coverage.

“Affordable’ hedth care coverage will be defined in the regulations as individua coverage that costs less
than approximately $150/month for individua coverage and $300/month for family coverage. This
represents gpproximately 50 percent of the average cost of hedlth insurance premiumsin Rhode Idand.
According to a September 2000 Kaiser Family Foundation Survey of employer-sponsored hedth
bendfits, the average monthly premiums for Preferred Provider Organizations (PPO) Plansin the
northeastern region was approximately $240/month for individua coverage and $617/month for family
coverage (See Attachment M). State-specific data from the State of Rhode Idland Payroll Manud and
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Blue Cross Blue Shidld of Rhode Idand indicate the gpproximate range of hedth insurance premiums
for smal and large groups are asfollows: individua coverage, $207-$243/month; and family coverage,
$580-$707/month. As evidenced by this information, the State has chosen a reasonable definition of
“dfordable’ hedth insurance.

Draft SCHIP regulations note: “ States that have approved Medicaid demongtration projects under
Section 1115 (8)(2) that currently apply subgtitution provisions, such as waiting periods, to expansion
populations under this demondtration may continue to do so (See Attachment L).” Therefore, the State
requests amending the current SCHIP waiver to apply the affordability tests and waiting periods to
which have been previoudy gpproved and used under the 1115 waiver to apply to the following
populations. Section 1931 expansion parents and relative caretakers with incomes between 110 percent
of the FPL and 185 percent of the FPL; children ages 1 to 6 with family incomes greater than 133
percent of the FPL; infants ages O to 1 with family incomes greater than 185 percent of the FPL;
children ages 6 to 8 with family incomes greater than 110 percent of the FPL; and children ages 8
through 18 with incomes greater than 110 percent of the FPL. Affordability tests and waiting periods
will not gpply to pregnant women and newborns born to enrolled women. These provisons will be
gpplied to individuas within afamily rather than the family unit.

In view of the recent surge in Rite Care enrollment and the decline in ESl, the State is committed to
reducing subgtitution to preserve Rite Care for the truly uninsured and to promote continued vighility of the
Rhode Idand commercid insurance market. The State is convinced the affordability tests and waiting
periods included in this proposa will achieve those gods for the following reasons.

Firg, the affordability tests and waiting periods are Smple to administer. The information necessary to
determine whether an applicant has affordable ESI and what, if any, waiting period should apply can be
readily obtained from the application and/or through documents verifying income (e.g., pay stubs),
therefore ensuring the application process itself does not pose a barrier to enrollment for those who are
digible

Second, both the affordability tests and waiting periods the State has selected have proven to be
effective deterrents for substitution in other States. The current four-month waiting period for children
with affordable ESI with incomes from 185 percent to 250 percent of the FPL affects a very limited
number of applicants. Therefore, the State has chosen to modify its existing affordability test and
waiting period to one that has been previoudy gpproved and used for the first four years of the Section
1115 RIte Care waiver and which will be consstent with HCFA’s SCHIP regulations. As such, the
Stateis confident it will be better able to target resources at families who truly cannot afford privete
hedlth insurance coverage by implementing a sx-month waiting period combined with an affordability
test.

Third, the State’ s proposd to redtrict digibility for Sx monthsif an employer drops or cancelsESl is
targeted at businesses that encourage substitution.  Although the requirement may seem unduly punitive
to potentid recipients, it is designed to reinforce exigting provisions in State and Federd laws that
prohibit employers from terminating coverage for workers because they are digible for MA.
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Specifically, State law provides that any business that discriminates againgt or acts unfairly toward an
employee or dass of employees based on their digibility for MA is subject to civil pendties.
Terminating or denying Rite Care digible workers access to ES is clearly punishable under these
provisons. However, recent experience indicates this kind of discrimination is difficult to prove.

During the last year, it was reported that several employers encouraged their Rite Care digible workers
to drop ESI and enrall in Rite Care. DHS has made an effort to verify these reports but was unable to
obtain the level of evidence necessary to prove that discrimination based on Medicaid digibility
occurred. Employers are unwilling to admit to such actions because they may be sanctioned and
workers are reluctant to come forward out of fear they may face retribution from employers. When
confronted with asmilar dilemma, Minnesota established a six-month waiting period for Medicad
enrollment for any employee whose insurance was dropped by an employer. This provided a strong
disincentive for employersto drop/cancel coverage. Since workers cannot enroll directly into the
Medicaid program and must go "bare," employersrisk losing their best skilled employees to competitors
who provide coverage. The Department believes this same gpproach will have asmilar impact in
Rhode Idand without imposing undue hardship on families.

In atight labor market there will be rdatively few employersthat are willing to cancel coverage for an
entire class of employees, thus forcing them to become uninsured for sx months. Competition for
experienced and skilled workers in a business environment where more than 75 percent of the
employers provide ESl assures that the Sx-month digibility restriction will apply only in asmall number
of cases, by providing a very strong disincentive for employersto cance coverage for a select group of
workers.

Eligibility will not be restricted for families who lose employer-sponsored coverage as aresult of: (a) the
loss of dependent coverage due to degth, divorce, or separation; (b) lay-off or reduction in work force;
(¢) the closure or relocation of an employer; or (d) loss of job dueto illness or disability.

Due to their definitions, affordability tests and waiting periods will only impact new applicants. Thus, no
current enrollees will be disenrolled due to affordability tests and waiting periods. Pregnant women and
newborns born to enrolled women will not be subject to the affordability tests and waiting periods.

The State will implement procedures to monitor the extent of subgtitution of SCHIP coverage for
exiding private group hedth coverage for dl familiesby incomeleve. Additionaly, the State will
consder requesting amodification of these provisons to prevent subgtitution in the event that monitoring
efforts reved subgtitution continues to occur at an unacceptable leve or that Sgnificant numbers of those
denied digibility due to affordability tests and waiting periods become uninsured. Self-employed
individuas will be excluded from the affordability tests and waiting periods.

* A new agpplicant is defined as an individua who has never participated in Rite Care or who hasfailed to
re-certify within 30 days of the re-certification deadline.

See Attachment N for details of ‘good-cause’.
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3. Cost Sharing Provisions

The State proposes to implement cost sharing provisonsin Rite Care/RIte Share to deter subgtitution,
to diminate the “welfare sigma’ associated with public health insurance programs, to encourage
awareness of hedlth care costs and to encourage appropriate use of hedlth care services. The State will
implement cost sharing including a combination of point of service co-payments and monthly premiums
for families with incomes greater than 150 percent of the FPL. The State has opted to ingtitute point of
service co-payments with a 3 percent annud cumulative cap of family income on total family cost
sharing beginning February 1, 2001, and will implement premium sharing when an effective sysemis
developed to ensure families subject to both co-payments and premium share do not exceed the 3
percent family income maximum.

To comply with Federd requirements and to assure that “poor” families do not face unreasonable
burdens when enrolled in Rite Care/RIte Share, cost sharing will not apply to families with incomes
below 150 percent of the FPL. This provison is consstent with draft SCHIP regulations that alow cost
sharing of up to five percent of family income for enrollees with incomes above 150 percent of the FPL.

Emer gency Room Co-payments

Since Rite Care was established, the rate of overal emergency room utilization of MA recipients has
dropped appreciably. However, Rite Care members utilize emergency services & a rate twice that of
members of commercid plans. At the present time, there is no requirement of co-payment for emergency
room vidtsfor Rite Care recipients or for coverage of medica screening. By contragt, point of service co-
payments for emergency room vists, using the prudent lay-person sandard, areincluded in al commercia
plans currently marketed in the State (See Attachment O). The proposed $25 co-payment schedule for
the RIte Care and RIte Share programs for emergency room visits gpplies only under the following
conditions:

Emergency room vidtsthat are: non-emergent; non-urgent (using HCFA's Medicare definition,
See Attachment O); or does not result in an admission.

Prescription Co-payments

The State also proposes ingtituting point of service co-payments for the Rite Care and Rite Share
programs for prescription drugs, again limited to those with incomes above 150 percent of FPL. The
proposed co-payment scheduleis asfollows:

$5 generic prescriptions, and
$10 non-generic prescriptions.

Rationale
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One of the purposes of Hedth Reform Rhode Idand 2000 is to redesign Rite Care to more closdy
resemble products available in the commercial market so as not to encourage substitution from ESl to
public coverage. Asthe side-by-side comparison of benefits of Rite Care and the dominant
commercia plansin the State indicates, the key difference between the public and private plansisin
cost sharing requirements (See Attachment P). Accordingly, the State’ s proposd to reviseits existing
point of service co-payment schedule implemented under the RIte Care waiver is designed, in part to
make RIte Care more comparable to commercia plans, to promote responsible use of hedlth care
services and to deter substitution.

In the course of its ddliberations, the Hedlth Care Steering Committee was presented with testimony from
representatives of the Stat€'s commercid insurers, hospitas and hedth care facilities focusng on key
differences between Rite Care and private plans. The absence of an emergency department co-payment
was generdly agreed to be particularly problematic, in view of its potentid to deter over-utilization of
expensve, acute care services. Thus, the State' s primary god in implementing a co-payment for emergency
room visitsis to address both the comparaility and utilization issues raised before the Steering Committee,

The industry standard in Rhode Idand for emergency room co-payments averages gpproximatdly fifty
dollars. The State believes a $25 co-payment for non-emergent/non-urgent use of the emergency room
or for avigt that does not result in an admission for individua s with incomes above 150 percent of the FPL
will promote responsible utilization without deterring those in need from obtaining services. Research
focused on emergency room co-payments supports this view: a higher income levels (i.e,, 150 percent and
above), point-of-service co-payments of $25 or less generdly do not deter individuas from seeking
necessary emergency services when participating in amanaged care plan similar to Rite Care.!

RIte Care slack of co-payments for prescription drugs also poses comparability and utilization issues.
In Rhode 1dand, the ability to manage pharmaceutical benefits is complicated by a provison in State law
prohibiting managed care plans from requiring participating practitioners to prescribe generic drugs or
formulary drugs. The law aso alows practitionersto prescribe, and individuals to be reimbursed for,
non-generic and non-formulary drugs under a broad range of circumstances. In short, the vagaries of
State law make it more difficult in RI than in most other states to manage pharmaceutica benefits
without distinguishing between generic and non-generic drugs. The State is requesting to change point
of service co-payments to $5 generic and $10 non-generic for those with incomes above 150 percent

of FPL. These arewell below the average of $15 and $20 co-payments charged, respectively, by
commercid plansin the Rhode Idand market.

Draft SCHIP regulaions note: “ States may use mechanisms other than digibility restrictionsto
discourage subgtitution of coverage (See Attachment L).” Therefore, to assst in deterring subtitution,
the State proposes to amend its cost sharing requirements for the following enrollees (to be gpplied to

1. See Devin O’ Grady, et.al, “ The Impact of Cost Sharing on Emergency Department Use,” New England Journal of
Medicine. 313(1994): 484-90.
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both applicants and current recipients enrolled in both Rite Care and Rite Share): Section 1931
expansion parents and relative caretakers with incomes greater than 150 percent of the FPL; pregnant
women, newborns and infants ages 0 to 1 with family incomes greater than 185 percent of the FPL; and
children ages 1 through 18 (19™ birthday) with family incomes greater than 150 percent of the FPL.

Since cogt sharing poses a unique financid barrier to care for American Indian/Alaskan Native (AI/AN)
children covered under Title XXI, the State will not impose cost sharing on Al/AN children in accordance
with the access provision of Section 2102(b)(3).

Tota annud aggregate cost sharing will be limited to 3 percent of family income. Thisfigureisbeow
HCFA'’sfive percent limit for those with incomes above 150 percent of FPL. The State will track cost
sharing by a combination of two methods. Firg, the Health Plan providing coverage will be required to
track the amount of co-payments paid and re-issue an 1D card to the recipient specifying no cost
sharing once the maximum dollar amount has been met. Second, the enrollee will be dlowed to use the
traditiona “shoebox method.” There will be no disenrollment provision for nonpayment of co-
payments.
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CHAPTERIII
COST EFFECTIVENESS

The State is requesting a Section 1115 waiver of Title XX| that necesstates afamily-by-family cost-
effectiveness assessment for those covered by SCHIP and enralled in a premium assistance program.
The State is S0 requesting to waive the draft SCHIP regulation restricting premium assstance to plans
in which the employer contributes at least 60 percent towards the family premium. Instead, the State
proposes to define an upper dollar limit or ceiling for subsidizing family coverage, without regard to
family sze. Smilarly, the State aso plans to establish a ceiling for individua coverage. In both
instances, the dollar limit will be actuaridly determined S0 as to ensure that on average, families enrolled
in Rite Share will codt lessthan if the State enralled that same group of familiesin fully subsdized Rite
Care. Thiswill be continualy monitored and measured by the State and reported to HCFA annudly.
Cod effectiveness will be caculated by totaling RIte Share premium subsidies and out-of-plan
services'wrap around services and comparing this to what it would have cost using Rite Care age/sex
specific capitation rates, if the Rlte Share population had been enrolled in Rite Care, again including
both in-plan and out-of-plan services.

The State feels strongly this method of measuring cost effectiveness for the purposes of enrollment in the
RIte Share premium assistance program will be the key to maximum enrollment in this program. The
State has examined the specific experiences of other States operating a premium assistance program
which report sgnificant administrative burdens on both the State and employersin callecting the amount
of information necessary and then calculating family-by-family cogt effectivenesstesting. Rhode Idand is
proposing to use this 1115 waiver, in part to demongtrate an dternative method of administering a
premium ass stance program which will decrease adminigtrative burdens to employers and the State, to
maximize enrollment in the premium assistance program and to leverage public and employer funds to
maximize enrollment in publicly supported hedlth care coverage.
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With respect to Title X1X, the State will determine cogt-€effectiveness for covered individuasto
determine enrollment in Rite Share using the same methodology. Section 1906(e)(2) permits States to
define the methods by which cogt-effectiveness can be determined.

According to draft SCHIP draft regulations provided in the Federal Register, the “employer must
make a substantial contribution to the cost of family coverage, equal to 60 percent of the total cost of
family coverage (See Attachment L).” In the Rhode Idand market, employer contribution varies from
50 percent of individud (employee only) coverage, which is the minimum required through insurer
underwriting rules, to amaximum of 100 percent of family coverage. According to the 1999 Survey of
Rhode Idand Employers, of the 77 percent of employersin Rhode Idand with three or more employees
who offer group hedth insurance, 97 percent paid some or al of the premium. The mgority of Rhode
Idand employers who offer coverage (60 percent) pay the full cost of individua (employee only)
coverage for their employees. Only 42 percent pay the full cost of family coverage (See Attachment
B).

However, the reason for HCFA’s minimum employer contribution requirement is primarily to ensure
that enrolling the family in employer coverage ingtead of full public coverage will be cost effective. That
is, it will cogt lessin public funds to subsidize employer-sponsored hedlth insurance coverage than it
would be to provide full public coverage. Rhode Idand will use a different methodology, as previoudy
explained to assure that enrollment of the RIte Share Premium Assistance Program population will cost
lessin public funds than if that same population was enrolled in Rite Care. Thus, Rhode Idand requests
awaiver of the 60 percent employer contribution requirement. Thiswill alow the maximum number of
families meeting Rhode Idand’ s cogt effectiveness test to be enrolled in Rite Share. Thiswill alow
Rhode Idand to most effectively use its limited public funds (Title XX with its State-gpecific dlowance;
Title X1X limited by budget neutrdity; State funds limited by annua gppropriation) to cover the
maximum number of families with fully comprehengve, qudity hedlth coverage.

Data obtained from the 1999 Employer Survey, aswell as from the Employer and Insurance Broker
Focus Group indicate that Rhode Idand employers are committed to providing hedth insurance to
employees and, whenever financialy feasble, to their familiesin order to maintain a hedlthy and
productive workforce. The Rite Share premium assistance program will aid employersin meeting this
commitment by giving workers the financia assstance they need to obtain and/or maintain coverage for
themsdlves and their dependents. By making ESI more affordable for |ow-income working parents and
their children that otherwise might go uninsured, Rite Share further advances the primary god's of
SCHIP.
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A. Summary of Rlte Share Covered Services

Thelegidation passed by the Rhode Idand Generd Assembly authorizing the Department of Human
Services to establish the Rite Share Hedlth Insurance Premium Assistance Program dtipulates that "the
Department must determine that the benefits offered by the employer-based hedth insurance plan are
subgtantialy smilar in amount, scope and duration to the benefits provided to RIte Care digible persons
by the RIte Care Program, when such plan is evaluated in conjunction with available supplementa
benefits provided by the Department” (See Attached Legislation, Chapter 40-8.4-12(d)).

The Department intends to use the "basic health plan" (See Attached Legislation,
Chapter 27-50-10(D)), to be developed in consultation with the Rhode Island
Department of Business Regulation, as a vehicle for complying with this requirement.
Because of the commonality in scope of covered services offered by the limited
number of Health Plans serving the Rhode Iland employer-sponsored health
insurance market (See Section on Cost Effectiveness) and the similarity to the Rite
Care scope of covered services, the Department will require that the basic health plan
include at a minimum, a scope of services which covers most of the services covered
by Rite Care.

However, employer-sponsored health insurance normally includes co-payments for
ambulatory services that typicaly vary from employer to employer. Employers may
find it difficult and in fact, in conflict with Employee Retirement Income Security Act
(ERISA) requirements to offer a health insurance plan to employees eligible for
Medical Assistance that differs from that offered to other employees. Moreover, most
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employers will not be willing to increase the health benefits offered to their employees
in order to accommodate the requirements of the Rlte Share program. Therefore, the
Department intends to propose requirements for the basic health plan that stipulate
maximum co-payment levels which are consistent with the high end of the range of
co-payments offered in the Rhode Island commercial market. Any employer-
sponsored plan underwritten by a Rlte Care participating Health Plan that meets the
requirements of the basic health plan in terms of the minimum required scope of
covered services, co-payments that do not exceed the maximums alowed, and where
the Health Plan agrees that Rlte Share members choose or are assigned a participating
primary care physician will be eligible for the Rite Share Premium Assistance
Program.

The Department will contract directly with the Rite Care participating Health Plans for
supplemental benefits which will assure that Rlte Share recipients will not be required
to pay co-payments at the point of service, except those specified as being included in
the RIte Care program for participants with incomes over 150 percent of the FPL.

Certain health care services covered by Rlte Care that are not generally covered by
employer-based health insurance will be provided through a wrap-around benefit
program provided by DHS. This wrap around benefit will be provided by a
combination of directly purchasing supplemental benefits from the insurers and
providing benefits through Medicaid fee-for-service. Supplementa benefits that will
be purchased directly from insurers will include coverage of co-payments that may be
included in the employer-sponsored health insurance program, certain Medicaid
covered over-the-counter medications and behavioral health benefits beyond
commercia vist limits. Benefits that will be provided through Medicaid fee-for-
service wrap around will include services covered as currently done for Rlte Care
enrollees, such as denta services.

Attachment Q illustrates how the various components are equivalent to the Rite Care
benefit level. This approach has several advantages:

The basic hedlth plan will be compatible with employer-based hedth insurance programs
generdly offered in the market, maximizing employer and insurer participation.

Rite Care digible families will experience, in the aggregete, common benefits whether they
are covered by employer-based hedth insurance or directly under Rite Care, assuring
participant acceptance of Rite Share as the vehicle for ddlivering the Medicd Assstance
benefits for which they qudify.

Both RIte Share and Rite Care will ddliver services utilizing primary care physicians that
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participate, in most cases, in dl participating Hedth Plans. Thus, continuity of hedth
insurance coverage and therefore, medical care, is maintained for the digible family with
working members.

CHAPTER IV
WAIVERSREQUESTED

Rhode Idand’ s Section 1115 waiver combines afreedom of choice waiver that alows mandatory
enrollment in managed care with coverage of expanson populations. Rlte Care currently encompasses
the Temporary Assistance to Needy Families (TANF) and TANF-related populations, families on
Extended Medicd Assstance (MA), pregnant women and children ligible under “poverty level”
expansons of Omnibus Budget Reconciliation Act (OBRA) 1989 and 1990, SCHIP children ages 8
through 18 (19" birthday) with incomes up to 250 percent of the FPL, 1115 Medicaid waiver
expansons to pregnant women and children ages O to 8 with incomes up to 250 percent of the FPL,
and Section 1931 expansion parents and relative caretakers with incomes up to 185 percent of the
FPL.

To provide families with continuous enrollment and continuity in coverage, the Stateis
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Requesting a SCHIP Section 1115 waiver of Title XXI that provides health care coverage
under Title XXI to:

Section 1931 expansion parents and relative caretakers with incomes up to
185 percent of the FPL;
Families covered under Extended Medical Assistance (MA); and

Pregnant women with incomes between 185 percent and 250 percent of the
FPL.

The Section 1115 waiver of Title XXI will also be used to:

Waive the cost effectivenesstest for family coverage under SCHIP and replace with SCHIP
alowance for Rhode Idand.

Waive certain rules (i.e. requirement that employer contribute at least 60 percent towards family
coverage) for a premium assistance program under SCHIP and replace with an overal cost
effectiveness test comparing the actua cost in public dollars for the population enrolled in the
RIte Share Premium Assistance Program compared to the actua cost in public dollarsif that
same population was enrolled in Rite Care.

Apply the following affordability test/waiting period to SCHIP covered children (ages 8-18
(19" birthday) years old) and 1931 expansion adults with incomes above 110 percent of the
FPL (excluding TANF, TANF-rdated, Extended MA adults, and pregnant women):

Six-month waiting period if employee's share of ES is less than 50% of
premium ($150/month for individua coverage and $300/month for family
coverage).

Sx-month waiting period if employee lost coverage as aresult of an employer
who dropped coverage specificaly for a dass of employeeswho would quaify
for Rite Care.

Apply the following cost sharing for SCHIP enrollees (adults and children) with incomes above
150 percent of the FPL and pregnant women with incomes above 185 percent of the FPL, not
to exceed 3% of family income:

$25 for non-emergent/non-urgent emergency room visit or for avist that does not
result in an admission

$10 Non-generic prescription

$5 Generic prescription

Amending the Current 1115 Medicaid Rlte Care Waiver to:
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Apply the following affordability tests and waiting periods to 1115 Medicaid waiver expansion
infants above 185 percent of the FPL, children ages 1 to 6 with incomes above 133 percent of the
FPL and children ages 6 to 8 years old with incomes above 110 percent of the FPL:

Six-month waliting period if access to employer-gponsored insurance where employeg' s
shareisless than 50% of premium ($150/month individud; $300/month family).
Six-month waiting period if employee lost coverage as a result of an employer who
dropped coverage specificaly for a class of employees who would qudify for Rite
Care.

Apply the following cost sharing for 1115 Medicaid waiver expansion children ages 1 to 8 with
incomes above 150 percent of the FPL and 1115 Medicaid waiver expangon infants with incomes
above 185 percent of the FPL, not to exceed 3% of family income:

$25 for non-emergent/non-urgent ER vigt or avigt that does not result in an admission

$10 Non-Generic prescription
$5 Generic prescription

CHAPTER V
ORGANIZATIONAL AND ADMINISTRATIVE STRUCTURE

A. Current Organization of The Department of Human Services

The proposed demondration project will be administered within the Center for Child and Family Hedlth,
Divison of Hedth Care Quality, Financing and Purchasing, Rl Department of Human Services. Exhibit
1 displays the lines of authority within the Department, relative to the demondiration project.

The Department of Human Services is the Single State Agency authorized by HCFA to adminigter the
Medicad program in Rhode Idand. Within the Department, the Division of Hedth Care Qudlity, Financing
and Purchasing is responsible for the Medicaid program and for assuring the avallability of high qudity hedith
care services to consumers, assuring the efficiency and economy of services ddivered to program recipients
by monitoring providers of services, coordinating service-ddivery efforts with other State Departments and
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Agencies, and administering programs in amanner consistent with federal and state laws and regulations.

Sarvices are provided to three population groups: families and children, individuas with disabilities and the
edely.

Within the Divison, the Center for Child and Family Hedth is responsible for program and policy
development for al families with children. The Center administers the programs for children with specid
hedth needs digible under SSI, EPSDT or Katie Becket. In addition, the Center adminigersthe Rite Care
program, which provides hedth insurance to familieswho are digible for benefits as areault of thar digibility
for TANF, who are Medicaly Needy, or who are income digible children, pregnant women and parents
under Medicaid and SCHIP program expansions targeted at uninsured families.

B. Proposed Demondration Administration

Except for modifications noted above that the State requests by whatever waivers necessary, Rite Care
will remain asit has been with respect to:

Adminigration
Higibility

Coverage and benefits
Ddivery sysems
Qudity

Fnancing

Systems Support

Within the Center for Child and Family Hedlth, Staff reponsible for administration of the Rite Care
Program and the new Rlte Share Program will jointly administer the demongtration project. The waiting
period, affordability test and the cost-sharing components of the demonstration will apply to both the
RIte Care and RIte Share populations, and thus be administered jointly. Thisjoint adminigtration is
logical given the State' s intent to assure the Rite Share Premium Assistance Program is subject to the
same standards for access, quality and performance as Rite Care. It is aso the State' s intent to use and
build on the Rite Care staff and consultant infrastructure for RIte Sharein the areas of oversight and
monitoring, encounter data collection and analys's, research and evauation, enrollment and
disenrollment, program reporting and financid tracking and accountability.

For timdline and work plan, see Attachment R
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Exhibit - 1
Rhode Island Department of Human Services
Administration of Demonstration Program within
Current Organizational Structure

Department of Human
Services
Christine Ferguson
Director
I I I 1
Managment Service & Legal, Budget & Health Care Quality, Financing Individual & Family
Operations Finance and Purchasing Division Support Services
Division Division John Young Division
Associate Director

Center for Adult Health

Center for Finance &
H Administration

Center for Child & Family
— Health
Tricia Leddy, Administrator

Children w/Special Rite Care Program Employer Premium Assistance
Health Care Needs & Program Administration Program ("Rite Share")
Joan Obara Lissa DiMauro
Chief Chief
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C. Community and Business | nvolvement

The Rhode Idand Department of Human Services has aready begun to solicit input from the community
in itsimplementation of Rite Share by convening avariety of committeesin addition to more forma
public comments on regulaions. Hedlth Care Reform Rhode Idand 2000 mandates the crestion of two
such forma committees: the Permanent Joint Committee on Hedlth Care Oversight; and the Advisory
Commisson on Hedth Care.

The Permanent Joint Committee on Hedlth Care Oversight will consst of eight members of the Generd
Assembly. The purpose of the committee isto monitor, study, report and make recommendations on all
areas of hedlth care provision, insurance, liahility, licenang, cost and ddivery of services, and the
adequacy, efficacy and efficiency of Satutes, rules, regulations, guiddines, practices, and programs
related to health care or hedlth insurance coverage in Rhode Idand.

The Advisory Commission on Hedlth Care will be established to advise the Director of the Department
on al matters concerning access to affordable, quality care for dl Rhode Idanders. The Director will
gppoint members to this commission in conformance with the specifications outlined in the Hedlth Care
Reform Rhode Idand 2000.

The Department established the Implementation Planning Group on August 1, 2000, in order to include
more immediate and frequent involvement of consumers, advocates and other interested members of the
community in advising the Department on the RIte Share implementation process. This group, which is
open to the public, is charged with the task of reviewing and commenting on the state plan amendments,
regulations, procedures, gpplications, notices, and consumer information materids related to the
implementation of Rite Share. Presently, the group consists of gpproximately twenty active members and
meets on a bi-weekly basis.

To assure employer participation in the RIte Share premium assistance program, the Department has
edablished a Busness Advisory Committee. This group is comprised of gpproximately twelve individuas
representing diverse areas within the business sector.  The charge of this group will be to assist the
Department to maximize employer participation in Rite Share by addressng such issues as ensuring
adminigrative amplicity for participating employers and ther digible employees, ensuring compatibility with
the exigting employer hedth insurance programs, and developing strategies for employer and employee
education about this program. The Committee's first meeting was October 2, 2000 and two additional
meetings have been held snce then. The group continues to meet on a bi-weekly basis.

In addition, DHS has established a Hedlth Plan workgroup composed of the three Rite Care Hedlth Plans,
which are the only Health Plans licensed to do businessin Rhode Idand. Its purposeisto collaborate on
resolving potentid adminigtrative and operationa chdlengesfor Hedth Plans as aresult of implementing Rite
Share.

The Department is confident the combination of these committees will assure input and representation from
diverse agpects of the community.
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CHAPTER VI
QUALITY ASSURANCE

The Stat€'s expectations under Rite Care for monitoring and oversight are clearly stated in existing
contractua arrangements with the Hedlth Plans. It isthe State’ sintention to hold Hedlth Plans to the same
gtandards under RIte Share through an addendum to the Rite Care contract for Health Plans participating
in Rite Share as well asin Rite Care. The following is an overview of existing provisons developed to
monitor Hedlth Plans.

With respect to oversght and monitoring, the State reviews the performance and practices of the Hedlth
Pansin twelve broad categories from adminigration and marketing to financid management, clams
processing and information systems. Each Plan is expected to have adminigtrative procedures capable
of identifying and tracking individual members to assure they have access to services included in the

basi ¢ benefits package.

All Hedlth Plansin Rhode Idand are expected to be accredited by Nationa Commission on Quality
Assurance (NCQA) that requires Plans to have rigorous quality improvement programsin place. For
example, Plans are expected to have aclinica case management system which can identify patients who
are mogt likely to need or utilize enhanced benefits such as smoking cessation, diabetes control, prenata
care, and chronic disease management, such as asthma management.

Sysems are necessary for assuring adequate, timely access to referrd, specidty and menta
health/substance abuse services.

Hedth Plans are required to submit quarterly encounter data that permits the State to conduct utilization
review activities including quarterly monitoring of utilization among various demographic groups to obtain
aprofile of Plan activities, identify outliers in each Plan and generate corrective actions for improvemen.
Separate utilizetion rates are caculated in eech demographic group for new and established members (See
Attachment S). Examples of specific indicatorsinclude rate of: new members who are seen by their PCP
within 30 days of enrollment; established members in each demographic group who receive the
recommended number of preventive vidts during the previous 12 months, and PAP smear and family
planning utilization among women of child bearing age. Usudly, a sufficient range of rates exigts from Plan
to Plan to generate separate and distinct corrective actions for each hedth plan. In other instances,
program-wide problems are identified that requires a program-focused response in which the State partners
with dl Plans to make program improvements. The ultimate objective is to collaborate with Plans to
improve the services provided to RIte Care members.

Other areas of State oversight and monitoring include grievance and gpped, financid management, dlaims
processing and information systems. The central focus of each of these aress, as well as in the area of
quality is to maintain systems capable of monitoring gppropriate activity and assuring these systems are
integrated into policies and procedures that can identify problems and intervene with appropriate action.
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Each Plan is expected to undergo an annud review that follows a sysematic protocol to assure compliance
with the contract. The State takes specia consderation to assure that these reviews are fair, professona
and in partnership with the Plans, serve to improve the quality of care provided to clients.
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CHAPTER VII
PROGRAM EVALUATION

A. Statement of Goas and Objectives

The primary goas of the Rite Share program are:

1. Toimprove the hedth status of Rhode Idanders by improving accessto and quality of hedth
care.

2. Toreduce the rate of uninsurance in Rhode Idand by maximizing Rhode Idander’ s access to
affordable hedlth insurance coverage by leveraging the use of public and private funds.

3. Tosarveasapilot program to demongrate an innovative method for successfully developing
and implementing a combined Medicaid and SCHIP premium assistance program.

a) Toincrease percent of low-income children who utilize age-appropriate preventive care
sarvices as aresult of being enrolled in family coverage.

b) To expand hedth care access, improve health status, and promote appropriate utilization of
hedlth care services of Rhode Idanders by increasing enroliment in publicly subsdized
coverage through implementation of Rite Share.

c) Toassesstheimpact of providing expanded Medicaid benefits on hedth Satus, utilization
and cost.

d) To promote gppropriate utilization of hedlth care services by establishing effective co-
payment levels for certain emergency room visits and prescription drugs.

Goal 2

Objectives:

a) Toincreasetotd enrollment in public coverage while shifting enrollment from full public
coverage (Rite Care) to partidly subsidized coverage (Rite Share).
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b) Toincresse the number of low-income children enrolled in health insurance by providing
hedlth insurance to their parents.

c) To fectively leverage public funds and employer dollars to reduce the rate of uninsurance
by leaving in place dollars used to purchase ES by: (i) implementing affordakiility tests and
waiting periods to promote retention of ESI; and (ii) maximizing enrollment in Rite Share.

Goal 3

Objectives:

a) Tomaximize enrollment in Rite Share by smplifying adminidrative procedures for the
clients, Hedlth Plans, employers and the State.

b) Tomaximize cost savings by waiving certain SCHIP provisons,

B. Summary of Program Evauation

Rhode Idand will determine the effectiveness of the RIte Share indluding the Premium Assistance
Program, affordability tests, waiting periods and cost sharing through a combination of process and
outcome evauation studies. As part of this demondiration waiver the State will conduct the following
dudies:

Proposed Rlte Share Evaluation Studies

Process Evaluation Studies;

1. Focus Groups with employersto determine factors that predict employer enrollment in Rite Share
and how to recruit and maintain employersin Rite Share. The State will also conduct focus groups
with consumers to measure their access and satisfaction with program.

2. Case Study Analysis to describe the design and implementation of RIte Share in a“How-to
Manud” for other States. This manuad will describe the key components of implementing a
premium ass stance program.

Outcome Evdudtion Sudies:

1. Evaluation Reportsusing public heath data sets to measure and track changes in hedth care
access and hedth status for Rhode Idanders after implementation of Rite Share. This report will
provide basdline hedth access measures as wdll as trend changes after implementation of Rite
Share.

2. Satisfaction Survey with Rlte Share employers to determine factors that predict employer
enrollment and retention in Rite Share.

3. Follow-up Survey of Rite Care and Rlte Share gpplicants who are denied Medical Assstance
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benefits due to affordability tests'waiting periods to determine the effect of being denied hedlth
benefits on their hedlth insurance status and hedlth status.

4. Outcome Evaluation Studies to determine the effect of Rite Care/RIte Share on various
outcomes and hypotheses including: the effect of co-payments on pharmacy and emergency
department utilization; and impact of expanded Medicaid benefits (medica necessity and behaviord
hedlth) on utilization, hedth status and codt.

C. Review of Research Hypothes's

Both the objectives and the research hypothesis will serve as the basis for the evaluation questions for the
RIte Share program. The principa research hypotheses of interest are:

Does providing hedth insurance to parentsincrease the rate of children and families with
hedth insurance and/or increase the rate of appropriate utilization of preventive
sarvices?

What is the impact of being denied public benefits due to affordability tests'waiting
periods on hedth care access and hedlth Satus of affected families?

What is the effect of cogt sharing including point of service co-payments on pharmacy
and emergency room utilization and associated hedth outcomes?

What are the factors that maximize enrollment and cost savingsin apremium assistance
program? What factors determine if a smal business chooses to participate in Rite
Share?

D. Sourcesof Dataand Analysis Plan

Severd data setsthat are avallable a the Department will be used for the andlyss of the evduation. Hedth
indicators from these data sets will be used to track the health outcomes of Rhode Idanders by insurance
datus. Data setsinclude existing public health and program data sets. Specid evauation studies will be
conducted to answer the research hypotheses. All data sets selected are reliable, well-documented and
collect age, sex, race/ethnicity, censustract of resdence, insurance status, utilization and health outcomes.

The following is a ligt of the data sets that will be used to create the RIte Share Data Archive (See
Attachment T):

Existing Statewide Public Health Population Data sets:
1. Hospitd Discharge
2. Vitd Statigtics - Birth Record
3. Behaviord Risk Factor Survelllance System (BRFSS)
4. Rhode Idand Hedth Interview Survey (RIHIS)

Rlte Share Program Data sets:
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5. Medicaid Management Infor mation System (MM1S)

Special Focused Evaluation Studies:
6. Follow-up study of parentsand children who are denied public benefits due to affor dability
tests/six-month waiting periods.

7. Follow-up study of enrolleesto determine effect of cost sharing on access, utilization and
quality of careand to determine the effect of insuring parentson their children’shealth
insurance status.

8. Employer survey to determine what factorsinfluence an employers decision to participate
or not participatein Rlte Share.
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CHAPTER VIII
BUDGET NEUTRALITY

It isthe State' s expectations that these waivers will be budget neutrd. In fact, there should be substantial
program savings asthe datain Attachment U illustrates.

Budget neutrdity will be calculated separately for the Medicaid program (RIte Care and Rite Share) and
for the SCHIP program. Implementation of the Rite Share Premium Assistance Program as an dternative
delivery mechanism for Medicaid will dlow the State to maintain budget neutrdity, as enrollment in Rite
Care or Rite Share will be less costly as compared to the fee-for-sarvice (FFS) equivdlency. Thisis
currently required under the Section 1115 waiver of Title XIX and is reported regularly to HCFA by the
State.

The State will ensure budget neutrality under SCHIP by ensuring the dollars spent under the SCHIP
program will not exceed the capped SCHIP dlotment levels for Rhode Idand.
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Conclusion

State policymakers have made it clear that without timely gpprova of the waivers requested, there will
be aroll-back or eimination of digibility for low-income working parents presently covered under
Rhode Idand’s Section 1931 expansion. If the waivers are approved, the State will be able preserve
current digibility income levels and continue offering coverage to and enrolling uninsured families, in
particular those without access to affordable hedlth insurance coverage.

Rhode Idand looks forward to HCFA'’ s earliest possible response to these program modifications, as
the State intends to implement the premium ass stance program on February 1, 2001, and plansto have
the new affordability tests, waiting periods and point of service cost sharing provisonsin place
immediately upon approval, well before February 1, 2001.
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Exhibit 1: HEDIS Effectiveness of Care M easures:
Comparison of RIte Care Rateswith Commercial and

National M edicaid Benchmarks:?

100

0O Medicaid
Rite Care
= Commerdcia

Childhood Adolescent Pap Screens Prenatal Care 1¢
Immunizations 2 Immunizations 2 Trimester 3
1 Seetext for sample characteristics

2Proxy measures were used to estimate Childhood Immunization and Adolescent
Immunization Rates for RIte Care. See text for detail.

3 Commercial rates are not available for Prenatal Care begun in 1% Trimester
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